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Sydney,  New  South  Wales. 

O.M.  Lang,  William  (C),  Ophthalmic  Surgeon  to  the  Mid- 
dlesex Hospital ;  Assistant  Surgeon  to  the  Eoyal 
London  Ophthalmic  Hospital,  Moorfields  ;  26,  Upper 
Wimpole  Street,  W. 

1881  Langdon,  J.  WiNKLEY,  Ophthalmic  Surgeon  to  Preston 
and  County  of  Lancaster  Eoyal  Infirmary  ;  Winkley 
Square,  Preston. 

O.M.  Laweord,  J.  B.,M.D.  (C),  Curator  and  Librarian  to  the 
Eoyal  London  Ophthalmic  Hospital,  Moorfields ; 
Assistant  Ophthalmic  Surgeon  to  St.  Thomas's  Hos- 
pital ;  6,  Upper  Wimpole  Street,  W. 

O.M.  Lawson,  Geoege,  Surgeon  to  the  Eoyal  London  Oph- 
thalmic and  to  the  Middlesex  Hospitals  ;  12,  Harley 
Street,  Cavendish  Square,  W.     (C.  1882-4.) 
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ELECTED 

1885  fLE  Ceoniee,  Haedwick,  St.  Helier's,  Jersey. 

O.M.  Lediaed,  H.  a.,  M.D.,  Surgeon  to  the  Cumberland  In- 
firmary ;  43,  Lowther  Street,  Carlisle. 

1885  Lee,  Chaeles  E.,  Assistant  Surgeon,  Eye  and  Ear 
Infirmary,  Liverpool ;  73,  Eodney  Street,  Liverpool. 

O.M.  LiDDON,  W.,  Surgeon  to  the  Taunton  and  Somerset 
Hospital,  Taunton. 

O.M.  Little,  David,  Surgeon  to  the  Eoyal  Eye  Hospital, 
Manchester  ;  Ophthalmic  Surgeon,  Royal  Infirmary  ; 
Lecturer  on  Ophthalmology,  Owens  College,  Man- 
chester; 21,  St.  John  Street,  Manchester.  (C. 
1880-1.) 

1883  LuNN,   J.    R.,   Resident    Medical    Officer,   Marylebone 

Infirmary,  Notting  Hill,  W. 

1884  MacGeegoe,    Alexander,  M.B.,   256,    Union    Street, 

Aberdeen. 
O.M.    Mackenzie,  F.  M.,  29,  Hans  Place,  S.W. 

O.M.  Mackenzie,  Stephen,  M.D.,  Physician  to,  and  Lecturer 
on  Medicine  at,  the  London  Hospital ;  Physician 
to  the  Royal  London  Ophthalmic  Hospital,  Moor- 
fields ;  26,  Finsbury  s'quare,  E.C.  (S.  1880-2. 
C.  1882-5.) 

O.M,  Mackinlat,  J.  G.,  Ophthalmic  Surgeon  to  the  Royal 
Free  Hospital,  and  Surgeon  to  the  South  London 
Ophthalmic  Hospital;  15,  Stratford  Place,  W. 

O.M.  Macnamaea,  Chaeles,  Surgeon  to  the  Westminster 
Hospital,  and  to  the  Royal  Westminster  Ophthalmic 
Hospital ;  13,  Grosvenor  Street,  W.     (C.  1882-5.) 

1881  fMACONACHiE,  G.  A.,  M.D.,  Grant  Medical  College,  Bom- 
bay. 

1883  fMAHEE,  W.  O.,  M.D.,  Surgeon  to  St.  Vincent's  Hos- 
pital ;  Ophthalmic  Surgeon  to  the  Sydney  Hospital ; 
Ophthalmic  Surgeon  to  the  Government  Asylums  at 
Parramatta  and  Liverpool ;  20,  College  Street,  Hyde 
Park,  Sydney,  N.S.W. 

1883  t^AELOW,  Feank  William,  13e,  Jefferson  Street, 
Syracuse,  New  York  State,  U.S.A. 
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O.M.    Mason,  Fbedebick,  Surgeon  to  the  Bath  Eye  Infirmary  ; 

20,  Belmont,  Bath.     (V.-P.  1881-4.) 
1884     Maxwell,  Patbick   William,    M.B.,    16,    Warrington 

Place,  Dublin. 
O.M.    McHaedt,  M.  M.,  Ophthalmic  Surgeon  to  King's  College 
Hospital ;  Professor  of  Ophthalmology,  King's  Col- 
lege ;  Surgeon  Royal  South  London  Ophthalmic  Hos- 
pital ;  Ophthalmic  Surgeon  to  St.  John's  Hospital ; 
5,  Savile  Eow,  W. 
1884     MoKeown,   David,  M.D.,   25,   St.    John   Street,  Man- 
chester. 
1884     McKeown,    W.    A.,    M.D.,   20,   College    Square    East, 

Belfast. 
O.M.    Meighan,  T.  S.,  M.D.,  Surgeon  to  the    Glasgow   Eye 

Infirmary  ;  219,  Gallowgate  Street,  Grlasgow. 
1881     Milles,    W.    Jennings,   care   of  Drs.  Henderson   and 

Macleod,  Shanghai,  China. 
1883     Monet,  Angel,  M.D.,  Assistant  Physician  to  the  Hos- 
pital for  Sick  Children,  Great  Ormond  Street,  and  to 
the  Victoria  Park  Hospital  for  Diseases  of  the  Chest ; 
24,  Harley  Street,  W. 
O.M.    Mobton,    a.   Staneoed,   Surgeon   to   the   Royal  South 
London  Ophthalmic  Hospital ;  26,  Weymouth  Street, 
W. 
O.M.    Mules,  P.  H.,  M.D.  (C),  Surgeon  to  the  Royal  Eye  Hos- 
pital, Manchester  ;  20,  St.  John  Street,  Manchester. 
O.M.    Nelson,  Joseph,  2,  Glengall  Place,  Belfast. 
O.M.  *Nettleship,  Edwaed  (V.-P.),  Ophthalmic  Surgeon  to, 
and  Lecturer  on  Ophthalmic  Surgery  at,  St.  Thomas's 
Hospital  ;  Assistant  Surgeon  to  the  Royal  London 
Ophthalmic  Hospital,  Moorfiekls  ;  5,  Wimpole  Street, 
W.     (S.  1880-3.     C.  1883-6.) 
1881     Nicholson,  A.,  Honorary  Surgeon  to  the  Sussex  and 
Brighton   Infirmary  for   Diseases  of  the  Eye  ;   98, 
Montpellier  Road,  Brighton. 
1884     Oldham,  Chables  J.,  1,  Brunswick  Place,  Brighton. 
0  M.    Obd,  W.  M.,  M.D.  (T.),  Physician  to,  and  Lecturer  on 
Medicine    at,    St.    Thomas's    Hospital ;    37,    Upper 
Brook  Street,  W. 


ELECTEB 

1881  Ormeeob,  J.  A.,  M.D.,  Assistant  Physician  to  the 
National  Hospital  for  the  Paralysed  and  Epileptic; 
25,  Upper  Wimpole  Street,  W. 
O.M.  Owen,  D.  C.  Lloyd,  Surgeon  to  the  Birmingham  and 
Midland  Eye  Hospital ;  51,  Newhall  Street,  Birming- 
ham. 
O.M.    Page,  Herbert  W.,  Surgeon  to  St.  Mary's  Hospital 

146,  Harley  Street,  W. 
O.M.    Peneold,    Henry,   Consulting   Surgeon   to  the  Sussex 

Eye  Hospital  ;  7,  Brunswick  Place,  Brighton. 
O.M.    Power,   Henry,    Senior    Ophthalmic    Surgeon   to,   and 
Lecturer   on    Ophthalmic   Surgery    at,  St.    Bartho- 
lomew's   Hospital  ;    Surgeon    to    the    Westminster 
Ophthalmic  Hospital ;  37a,  Great  Cumberland  Place, 
W.     (V.-P.  1882-5.     C.  1880-2.) 
1882     Prichard  Arthur   William,  Surgeon  to   the   Bristol 
Eoyal  Infirmary,  to  the  Bristol  Eye  Dispensary,  and 
to   the  Bristol   Asylum  for   the  Blind;    Eichmond 
Villa,  Clifton. 
O.M.    Prichard,  Augustin,  Consulting  Surgeon  to  the  Bristol 
Eoyal  Infirmary  and  Eye  Dispensary  ;  4,  Chesterfield 
Place,  Clifton.     (V.-P.  1881-4.) 
1882     Pringle,  J.  J.,  M.B.,  Assistant  Physician  to  the  Mid- 
dlesex Hospital,  and  Physician  to  the  Eoyal  Hospital 
for  Diseases  of  the  Chest,  City  Eoad ;  35,  Bruton 
Street,  W. 
O.M.    PuRVES,  W.  Laidlaw,  Aural  Surgeon  to  Ouy's  Hospital ; 
Ophthalmic  and  Aural  Surgeon  to  the  Hospital  for 
Paralysis  and  Epilepsy  ;  20,  Stratford  Place,  Oxford 
Street,  W. 
O.M.    Pye-Smith,  E.  J.,  Surgeon  to  the  Sheffield  Public  Hos- 
pital and  Dispensary,  6,  Surrey  Street,  Sheffield, 
O.M.    Eedmond,  D.  D.,  Ophthalmic  Surgeon  to  St.  Vincent's 

Hospital,  Dublin ;  14,  Harcourt  Street,  Dublin. 
1881  tE'EEVE,  E.  H.,  M.D.,  Surgeon  to  the  Toronto  General 
Hospital,  and  to  the  Mercer  Eye  and  Ear  Infirmary  ; 
22,  Shuter  Street,  Toronto,  Canada. 
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EI-ECTED 

O.M.  Eeid,  Thomas,  M.D.  (V.-P.),  Surgeon  to  the  Glasgow 
Eye  Infirmary,  and  Lecturer  on  Ophthalmic  Medi- 
cine, University  of  G-lasgow ;  11,  Elmhank  Street, 
Grlasgow. 

1885  Eenton,  James  Ceawfobd,  M.D.,  2,  Buckingham  Ter- 
race, Grlasgow. 

1885     EoBEBTS,  Edwabd,  Eoyal  Eye  Hospital,  Manchester. 

O.M.  EoBEETSON,  D.  Abgyll,  M.D.  (V.-P.),  Ophthalmic  Sur- 
geon to  the  Edinburgh  Eoyal  Infirmary ;  18,  Charlotte 
Square,  Edinburgh.     (V.-P.  1881-2.) 

O.M.  EocKLiFFE,  W.  C,  M.D.,  Ophthalmic  Surgeon  to  the 
Hull  Eoyal  Infirmary ;  9,  Charlotte  Street,  Hull. 

1884  EoGEES,  HiLDTAED,  43,  Uxbridge  Eoad,  W. 

1885  EosE,   James,    Ophthalmic    Surgeon,   Bootle   Hospital ; 

Assistant  Surgeon,  Eye  and  Ear  Infirmary,  Liverpool ; 

1,  Grreat  George  Square,  Liverpool. 
1885     Eoss,  James,  M.D.,  335,  Oxford  Street,  Manchester. 
1882  tEoTH,  Eeutee  E.,  42,  College  Street,  Hyde  Park. 

1881  fEuDALL,  J.  T.,  121,  Collins  Street,  East,  Melbourne, 
Australia. 

O.M.    Samelson,  a.,  M.D.,  15,  St.  John  Street,  Manchester. 

1884  Sandfoed,   Aethue   V.,   M.D.,    Surgeon   to   the   Cork 

Ophthalmic  and  Aural  Hospital ;  St.  Patrick's  Place, 

Cork. 
1881     Sansom,  a.  E.,  M.D.,  Physician  to  the  London  Hospital ; 

Physician  to  the  North-Eastern  Hospital  for  Children; 

84,  Harley  Street,  W. 
O.M.  ^  Savage,  G.  H.,  M.D.,  Lecturer  on  Mental  Diseases  at 
^  „  Guy's  Hospital ;  Medical  Superintendent  and  Eesi- 

"  v"  dent  Physician,  Bethlem  Eoyal  Hospital,  S.E. 

1885  ScouGAL,  Edwabd  Fowlee,  66,  John   William  Street, 

Huddersfield. 
O.M.    Shaekey,  S.  J.,  M.B.  (S.),  Assistant  Physician  to,  and 
Joint  Lecturer  on  Pathology  and  Demonstrator  of 
Morbid  Anatomy  at,  St.  Thomas's  Hospital ;  2,  Port- 
land Place,  W. 
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Elected 

1883  Sheaes,  Chaeles,  Senior  Assistant  Surgeon  to  the  Liver- 
pool Eye  and  Ear  Infirmary  ;  1,  St.  James's  Eoad, 
Rodney  St.,  Liverpool. 

1883     SiLcocK,  A.  Q.,  M.D.,  101,  Harley  Street,  W. 

1883  Skinnee,  D.  S.,  M.D.,  Westbury  House,  Harrow  Eoad, 
Willesden,  N.W. 

1883  Smith,  E.  Peect,  M.D.,  Assistant  Medical  Officer, 
Bethlem  Eoyal  Hospital,  S.E. 

O.M.  Smith,  Peiestlet,  Ophthalmic  Surgeon  to  the  Queen's 
Hospital,  Birmingham  ;  21,  Broad  Street,  Birming- 
ham.     (C.  1883-6.) 

1881  Smith,  T.  Gilbaet,  M.D.,  Assistant  Physician  to  the 
London  Hospital ;  68,  Harley  Street,  W. 

O.M.  Snell,  Simeon  (C),  Ophthalmic  Surgeon  to  the  Sheffield 
General  Infirmary  ;  17,  Eyre  Street,  Sheffield. 

O.M.  Solomon,  J.  Vose,  Surgeon  to  the  Birmingham  Eye 
Hospital ;  Professor  of  Ophthalmic  Surgery,  Queen's 
College,  Birmingham ;  22,  Newhall  Street,  Birming- 
ham.     (C.  1880-3.) 

O.M.  Squaee,  W.,  Surgeon  to  the  Plymouth  Eoyal  Eye  In- 
firmary ;  14,  Portland  Square,  Plymouth. 

O.M.  Stoet,  J.  B.  (C),  Surgeon  and  Clinical  Lecturer  on 
Ophthalmic  and  Aural  Surgery  at  St.  Mark's  Oph- 
thalmic Hospital ;  24,  Lower  Baggot  Street,  Dublin. 

O.M.  fSiUEGE,  W.  A.,  M.D.,  15,  Eue  Longchamp,  Nice,  Les 
Alpes  Maritimes. 

1883     Sutton,  S.  W.,  M.D.,  Quetta,  Afghanistan. 

O.M.  SwANZT,  H.  E.,  Surgeon  to  the  National  Eye  and  Ear 
Infirmary,  Dublin ;  Professor  of  Ophthalmic  and 
Aural  Surgery  to  the  Eoyal  College  of  Surgeons, 
Dublin;  23,  Merrion  Square,  Dublin.  (Y.-P. 
1880-1.) 

1883  fSTMONs,  Maek  Johnston,  M.D.,  Ophthalmic  Surgeon 
to  the  Adelaide  Hospital ;  North  Terrace,  Adelaide, 
South  Australia. 

O.M.  Stmpson,  Thomas  (V.-P.),Surgeon  to  the  Lincoln  County 
Hospital ;  2  and  3,  James  Street,  Lincoln.  (C. 
1884-5.) 
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ELECTED 

O.M.  Tat,  AVaeen,  Surgeoa  and  Ophthalmic  Surgeon  to  the 
London  Hospital ;  Surgeon  to  the  Eoyal  London 
Ophthalmic  Hospital,  Moorfields  ;  4,  Pinsbury 
Square,  E.G.     (C.  1880-2.) 

1882  Tatlob,  C.  B.,  M.D.,  Surgeon  to  the  Nottingham  Eye 

Infirmary  ;  9,  Park  Eow,  Nottingham. 

O.M.  Teale,  T.  Pbidgin,  Surgeon  to  the  Leeds  Greneral  In- 
firmary ;  38,  Cookridge  Street,  Leeds.    (V.-P.  1880-1) . 

O.M.  Thomas,  Jabez,  Surgeon  to  the  Swansea  Hospital  and 
Eye  Infirmary  ;  Ty-Cerrig,  Swansea. 

1885     Thompson,  C.  S.,  Bideford,  Devon. 

O.M.  Tibbits,  Heebeet,  M.D.,  Senior  Physician  to  the  "West 
End  Hospital  for  Diseases  of  the  Nervous  System ; 
68,  Wimpole  Street,  W. 

1883  fToBiN,  William,  31,  Hollis  Street,  Halifax,  Nova  Scotia, 

Canada. 
1883     Tooth,  Howaed  H.,  M.B.,  Assistant  Physician  to  the 
Metropolitan  Pree  Hospital ;  34,  Harley  Street,  "W. 

O.M.  Tosswill,  L.  H.,  Surgeon  to  the  West  of  England  Eye 
Infirmary,  49,  Magdalen  Street,  Exeter. 

O.M.  Tweedt,  John  (C),  Assistant  Ophthalmic  Surgeon  to 
University  College  Hospital,  and  Professor  of  Oph- 
thalmic Medicine  and  Surgery  at.  University  College  ; 
Surgeon  to  the  Eoyal  London  Ophthalmic  Hospital, 
Moorfields ;  100,  Harley  Street,  W. 

1883  Uhthoef,  J.  C,  M.D.,  Surgeon  to  the  Sussex  and 
Brighton  Eye  Infirmary ;  46,  Western  Eoad,  Hove, 
Brighton. 

O.M,  Vebnon,  Bowatee,  J.,  Ophthalmic  Surgeon  to  St.  Bar- 
tholomew's Hospital,  and  to  the  West  London 
Hospital ;  14,  Clarges  Street,  May  fair,  W. 

O.M.  Walkee,  G-.  E.,  Surgeon  to  St.  Paul's  Eye  and  Ear 
Hospital,  Liverpool ;  43,  Eodney  Street,  Liverpool. 

O.M.  Watson,  W.  Spencee,  Surgeon  to  the  Great  Northern 
Central  Hospital  and  Eoyal  South  London  Oph- 
thalmic  Hospital;  7,  Henrietta  Street,  Cavendish 
Square,  W.     (C  1883-6.) 


ELECTED 

1885  Weenee,  Louis,  Ophthalmic  Surgeon  to  the  Mater 
Misericordise  Hospital ;  130,  Lower  Baggot  Street, 
Dublin. 

O.M.  West,  S.  H.,  M.D..  Medical  Tutor  and  Eegistrar  of  St. 
Bartholomew's  Hospital ;  15,  Wimpole  Street,  W. 

O.M.  "Wheeet,  G.  E.,  M.B.,  Surgeon  to  Addenbrooke's  Hos- 
pital ;  53,  Trumpington  Street,  Cambridge. 

1882  Wilkinson,  T.  M.,  Surgeon  to  the  Lincoln  County  Hos- 
pital ;  Lindum  Road,  Lincoln. 

O.M.  Williams,  E.,  Surgeon  to  the  Liverpool  Eye  and  Ear 
Infirmary  ;  82,  Rodney  Street,  Liverpool. 

O.M.  Woodhead,  G-.  Sims,  M.D.,  6,  Marchhall  Crescent, 
Edinburgh. 


EULES. 


1.  The  object  of  the  Society  is  the  cultivation  and  promotion  of 
Ophthalmology  in  the  United  Kingdom,  India,  and  the  Colonies. 

2.  The  Society  shall  consist  of  Ordinary  and  Honorary  members. 
All  legally  qualified  medical  practitioners  shall  be  eligible  as  ordinary 
members. 

3.  The  officers  of  this  Society  shall  consist  of  a  President,  four  or 
more  Vice-Presidents,  a  Treasurer,  two  Secretaries,  a  Librarian,  and 
twelve  other  members,  who  together  shall  form  the  Council  and 
manage  the  Society's  aflfairs. 

4.  Election  of  Members. — Candidates  shall  be  proposed  on  a  form 
provided  for  the  purpose  and  signed  by  thi'ee  members  from  pei'sonal 
knowledge.  The  proposal  paper  shall  be  read  at  one  Ordinary 
Meeting,  and  the  Ballot  shall  be  taken  at  the  following  Meeting. 
No  election  shall  take  place  unless  ten  members  vote,  and  no  person 
shall  be  elected  who  does  not  obtain  foui'  fifths  of  the  votes  given. 

5.  Form  of  Admission  by  the  Chairman. — Members  shall  be  admitted 
personally  by  the  following  form,  after  signing  theii'  names  in  the 
Admission  Book,  and  paying  their  first  Annual  Subscription.  Form 
of  admission. — "  By  the  authority  and  in  the  name  of  the  Ophthal- 
mological  Society  of  the  United  Kingdom,  I  admit  you  a  member 
thereof." 

6.  Honorary  Members. — The  Council  shall  have  the  power  of  pro- 
posing men  of  distinguished  eminence  in  Ophthalmology,  or  in  the 
sciences  bearing  upon  it,  not  exceeding  ten  in  number,  for  election 
as  Honorary  members.  They  shall  be  elected  in  the  same  manner 
as  Ordinary  members. 

7.  Expulsion  of  Members. — A  member  can  be  expelled  only  at  a 
General  Meeting  specially  called  for  that  purpose,  and  of  which  a 
wi-itten  notice  shall  have  been  sent  to  every  member  at  least  foui-- 
teen  days  previously.  At  least  ten  votes  must  be  recorded,  and  four 
fifths  shall  carry  the  expulsion. 


XXVIII 

8.  Subscriptions. — The  Annual  Subscription  shall  be  One  Guinea, 
payable  in  advance  at  the  date  of  the  Annual  General  Meeting. 
Each  member  on  election  shall  pay  an  Entrance  Fee  of  One  Guinea 
in  addition  to  the  Subscription,  but  in  the  case  of  a  member  elected 
at  a  meeting  of  the  Session  subsequent  to  Easter  he  shall  not  be 
required  to  pay  a  Subscription  during  the  next  Session.  Any  mem- 
ber whose  Subscription  is  six  months  in  arrear  shall  be  reminded  of 
the  same  by  one  of  the  Secretaries,  and  if  it  be  not  paid  within  the 
current  year  he  shall  cease  to  be  a  member.  Any  member  may,  at  any 
time,  pay  a  Composition  Fee  of  Fifteen  Guineas  and  be  thereby  ex- 
empted from  paying  any  further  SubscrixDtions,  such  member  enjoying 
all  the  same  rights  and  privileges  as  if  he  were  a  Subscribing  member. 
Any  member  resident  out  of  the  United  Kingdom  may  pay  a  Com- 
position Fee  of  Five  Guineas  instead  of  the  Annual  Subscription, 
and  will  then  be  entitled  to  receive,  post  free,  a  copy  of  the  Society's 
'  Transactions '  each  year,  and  to  have  his  name  printed  in  the  list  of 
members ;  but  if  at  any  time  he  subsequently  become  a  Resident 
member  of  the  Society,  the  question  of  further  payment  by  him 
shall  be  decided  by  the  Council.  N.B. — The  Composition  Fee  in 
either  instance  will  include  the  Entrance  Fee. 

9.  The  Officers  of  the  Society  shall  be  elected  yearly  by  Ballot  at 
the  Annual  Meeting,  to  which  all  the  Ordinary  members  shall  be 
summoned  one  week  before.  No  gentleman  shall  hold  the  same 
office  for  more  than  three  consecutive  years.  Balloting  lists  of  the 
names  recommended  by  the  Council  for  election  shall  be  sent  to  each 
Ordinary  member,  together  with  the  notice  of  the  Annual  Meeting. 

10.  Two  Scrutineers  appointed  by  the  Chairman  at  the  commence- 
ment of  the  Annual  Meeting  shall  receive  the  lists  during  the  first 
hour,  and  report  the  result  to  the  Chairman.  In  the  event  of  equality 
of  suffrage  the  Chairman  shall  determine. 

11.  The  President  and  Vice-Presidents. — The  President  shall  regu- 
late all  the  proceedings  of  the  Society  and  Council,  state  and  put 
questions,  interpret  the  application  of  the  Laws,  and  decide  any 
doubtful  points.  He  shall  check  irregularities  and  enforce  the 
observance  of  the  Laws.  He  shall  sign  the  minutes  of  General  and 
Council  Meetings.  In  the  absence  of  the  President  one  of  the  Vice- 
Presidents,  the  Treasurer,  or  some  other  member  chosen  by  the 
Meeting,  shall  perform  his  duties. 

12.  The  Secretaries  shall  manage  all  correspondence,  shall  attend 
every  meeting  of  the  Society  and  Council,  and  take  minutes,  which 
shall  be  read  at  the  following  meeting.  They  shall  notify  to  new 
Members  their  election.  They  shall  arrange  with  the  President  the 
order  of  proceedings  at  all  the  meetings.     They  shall  have  charge  of. 
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and  keep  a  register  of,  all  papers  communicated,  and  shall  be  the 
Editors  of  the  '  Transactions.' 
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all  such  receipts  and  payments.  He  shall  keep  a  printed  receipt 
book  for  the  subscriptions,  and  every  receipt  shall  be  signed  by 
himself  and  countersigned  by  one  of  the  Secretaries.  He  shall 
present  to  the  Annual  Meeting  a  written  Report  of  the  financial 
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arise  at  his  discretion  out  of  the  grant  previously  voted  for  this 
purpose  by  the  Council.  He  shall  see  that  all  books  belonging  to 
the  Society  are  duly  entered  in  the  Catalogue,  and  that  the  periodicals 
and  pamphlets  are  fi-om  time  to  time,  as  occasion  may  require,  suitably 
bound.  It  will  be  his  duty  to  see  that  the  Librai'y  Rules  are  not 
infringed. 

15.  Audit  Committee. — The  President,  one  of  the  Secretaries,  and 
two  Members  of  the  Society  nominated  by  the  President  at  some 
meeting  of  the  Society  previous  to  the  Annual  Meeting,  shall  form  a 
Committee  to  audit  the  Treasurer's  accounts. 

16.  The  Council  shall  meet  half  an  hour  before  the  meeting  in 
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General  Meeting,  and  at  such  other  times  as  they  may  be  specially 
convened.  Three  shall  form  a  quorum.  The  Council  shall  deter- 
mine questions  by  show  of  hands  (or  by  Ballot  if  demanded),  the 
President  having  in  both  cases  a  casting  vote  in  addition  to  his 
ordinary  vote.  They  shall  have  the  power  of  filling  up  any  vacancies 
which  may  occur  in  any  of  the  offices  of  the  Society  between  one 
Annual  Meeting  and  another.  They  shall  decide  upon  all  questions 
relating  to  the  reception  of  communications  and  to  their  publication 
in  the  Society's  '  Transactions.' 

17.  '  Transactions.' — A  copy  of  the  '  Transactions '  shall  be  sent  to 
each  Member  of  the  Society. 

18.  The  Ordinary  Meetings  shall  be  held  from  8.30  to  10  p.m.  on 
the  third  Thursday  in  October,  the  second  Thursday  in  November 
and  December,  the  last  Thursday  in  January,  the  second  Thursday 
in  March,  the  first  Thursday  in  May,  and  the  second  Thursday  in 
June.  The  Annual  General  Meeting  shall  be  held  on  the  Friday 
after  the  first  Thursday  in  July. 

19.  Visitors. — Each  Member  may  introduce  two  visitors  on  writing 
their  names  in  the  attendance  book. 
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20.  The  business  at  Ordinary  Meetings  shall  consist  in  the  reading 
and  discussion  of  papers,  which  may  be  illustrated  by  specimens, 
drawings,  &c.  When  patients  are  to  be  shown  they  should  attend 
half  an  hour  before  the  meeting. 

21.  Communications  shall  be  taken  in  the  order  in  which  they 
have  been  sent  in  to  the  Secretaries,  subject  to  the  discretion  of  the 
President.  If  an  author  be  not  present  when  the  time  aiTives  for 
his  communication  to  be  read,  it  shall  be  dealt  with  as  the  President 
may  direct. 

22.  All  papers,  except  those  relating  to  living  specimens,  must  be 
sent  to  the  Secretaries  at  least  one  week  before  the  meeting,  together 
with  an  abstract  suitable  for  immediate  publication  in  the  jouraals. 

23.  Nothing  relating  to  the  Laws  or  management  of  the  Society 
shall  be  considered  at  Ordinary  Meetings. 

24.  At  the  Annual  General  Meeting  proposed  alterations  of  Rules 
shall  be  considered  and  decided  upon,  notice  of  such  alterations  having 
been  given  in  the  summons  convening  the  meeting.  Ten  shall  form 
a  quorum  at  this  meeting,  and  for  the  adoption  of  any  alteration  of 
the  Laws  four  fifths  of  the  votes  given  must  be  in  its  favour. 

25.  A  special  General  Meeting  may  be  called  at  any  time,  on  one 
week's  notice,  by  the  President  or  any  three  members  of  the  Council, 
the  nature  of  the  business  being  specified  in  the  summons  sent  to 
each  Member  of  the  Society,  and  no  other  business  being  considered. 
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1.  The  Library  shall  be  open  at  the  same  hours  as  that  of  the 
Medical  Society,  viz.  from  1  p.m.  to  6  p.m.  daily,  except  on  Saturdays, 
when  it  will  be  closed  at  3  p.m. 

2.  Members  will  be  entitled  to  read  the  books  belonging  to  the 
Society  at  11,  Chandos  Street,  between  those  hours,  or  to  take  them 
out  on  signing  a  form  provided  for  that  pui-pose.  But  any  books  of 
extraordinary  value  may  be  placed  by  the  Council  on  a  separate  list, 
such  books  not  being  allowed  to  be  removed  from  the  Library. 

3.  A  large  number  of  the  current  periodicals  will  be  accessible  to 
Members  in  the  Library.  These  will  not  be  allowed  to  be  taken  out 
of  the  Library. 

4.  A  book  must  be  retunaed  at  the  expiration  of  a  fortnight  if 


XXXI 

wanted  by  any  other  Member.    The  Librai-ian  will  in  such  a  case 
write  to  the  Member  in  whose  name  the  book  was  taken  out. 

5.  If  the  book  be  not  i-eturned  within  four  days  of  such  notice 
a  fine  of  6d.  will  be  charged  for  each  day  that  the  book  is  retained 
beyond  such  days  of  grace. 

6.  Insti'uments  and  drawings  cannot  be  taken  out  of  the  Library 
except  with  the  express  permission  of  the  Council. 

7.  A  Member  taking  out  a  book  will  be  held  responsible  for  its 
being  returned  in  good  condition. 
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"That  in  recognition  of  Mr.  Bowman's  distinguished  scientific 
position  in  ophthalmology  and  other  branches  of  Medicine,  and  in 
commemoration  of  his  valuable  services  to  the  Ophthalmological 
Society,  of  which  he  was  the  first  President,  the  Council  shall  each 
year,  or  periodically,  nominate  some  person  to  deliver  a  lecture  before 
the  Society  to  be  called  '  The  Bowman  Lecture,'  which  shall  consist 
of  a  critical  resu^ne  of  recent  advances  in  ophthalmology  or  in  such 
subject  or  subjects  as  the  Council  shall  select,  or  of  any  original 
investigation,  and  shall  be  delivered  at  a  special  Meeting  of  the 
Society  held  for  the  purpose,  at  which  no  other  business  shall  be 
transacted." 
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By  J.  HuGHLiNGs  Jackson,  M.D.,  F.R.S. 


Besides  acknowledging  the  honour  of  being  asked  to 
deliver  an  address  before  this  Society,  I  wish  to  say  that  I 
consider  it  an  additional  honour  that  the  address  is  the 
"  Bowman  Lecture/'  Praise  from  me  to  Bowman  would 
be  impertinence,  but  here  is  my  opportunity,  not  only  for 
thanking  Sir  William  Bowman  for  the  benefit  which  I, 
like  the  rest  of  my  profession,  have  derived  from  the  basic 
work  he  has  done,  but  of  also  tendering  him  my  warmest 
personal  thanks  for  much  encouragement  given  me  in  the 
work  I  was,  many  years  ago,  trying  to  do.  At  the  same 
time,  I  gratefully  acknowledge  that  to  his  successor  in  the 
presidential  chair  (Mr.  Hutchinson)  I  feel  highly  indebted 
for  my  earliest  instruction  in  ophthalmology,  as  well  as 
for  great  help  of  very  many  kinds  for  many  years. 

It  was  long  ago  said  that  division  of  labour,  or,  more 
generally,  differentiation,  is  a  universal  law.  Things 
become  increasingly  numerous  and  more  different,  or,  in 
other  words,  more  complex.  Differentiation  is  well  seen 
in  the  development  of  animal  organisms,  and  is  seen, 
too,  in  the  social  organism.  It  would  be  very  remarkable 
if  there  were  an  exception  in  the  case  of  one  part  of  the 
social  organism,  the  body  medical, — if  in  so  great  a  field 
of  work  as  the  medical  there  did  not  arise  more  and  more 
different  workers  in  different  parts  of  that  field.      There 
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is  no  exception.  The  body  medical  is  now  very  complex ; 
there  are  alienist  physicians,  neurologists,  obstetric 
physicians,  ophthalmic  surgeons,  aural  surgeons,  dentists, 
physiologists,  chemists,  &c.  ;  the  specialty  of  each  comes 
out  of,  is  a  differentiated  part  of,  a  wide  general  know- 
ledge. 

Specialists  have  to  justify  themselves — to  justify  their 
differentiation.  Differentiation  is  not  the  whole  of  the 
modern  doctrine  of  evolution.  The  factors  in  progressing 
evolution,  according  to  Spencer,  are  increasing  (1)  Differen- 
tiation, increasing  (2)  Definiteness,  increasing  (3)  Integra- 
tion, and  increasing  (4)  Co-operation.* 

Obviously,  increasing  differentiation  without  increasing 
definiteness  would  be  only  confusion.  That  the  ophthalmic 
surgeon  has  justified  himself  in  the  second  factor  of  evolu- 
tion needs  no  proof.  I  will  instance,  however,  his  highly 
definite  work  on  paralyses  of  ocular  muscles  and  on  abnor- 
malities of  refraction.  In  neurology  I  may  instance  the 
work  of  Charcot.  And  here  I  must  say,  as  the  examples 
are  intended  to  imply,  that  by  definiteness  I  mean  definite- 
ness which  connotes  exactness. 

Now  for  the  third  factor.  Each  different  definite 
worker  is  working  for  the  whole  body  medical ;  his  work 
leads  to  the  greater  integration  of  medical  knowledge  of 
other  workers.  Each  different  worker  helps  all  the  others. 
Many  different  woi-kers  in  the  medical  field  are  seriously 
indebted  to  the  ophthalmic  surgeon  in  this  way.  To  give 
but  one  example,  and  making  again  an  arbitrary  limit. 
Argyll-Robertson  has  given  to  neurologists,  in  the  pupil- 
symptom  which  is  called  by  his  name,  not  merely  a  new 
symptom,  but  a  means  of  investigation  of  several  important 
diseases.  This  debt  neurologists,  Westphal  and  Erb, 
*  I  am  using  terms  more  familiar  to  medical  men  than  those  Spencer  uses  : 
for  this  change,  of  course,  Spencer  is  not  answerable,  nor  must  he  be  held 
responsible  for  my  statement  and  applications  of  his  formula  of  evolution. 
I  should  consider  it  a  great  calamity,  were  any  crudities  of  mine  imputed  to  a 
man  to  whom  I  feel  profoundly  indebted.  It  is  for  this  reason  that  I  do  not 
quote  Spencer  in  the  rest  of  the  lecture,  although  I  believe  it  to  be  pervaded 
by  Speuceriau  ideas. 
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working  in  a  different  field,  have  paid  back  in  showing 
the  diagnostic  value  of  loss  of  the  knee-jerk. 

There  is  another  factor  in  evolution, — increasing  co- 
operation. Each  different  worker,  knowing  one  subject 
best,  and  having  great  integration  of  different,  definite 
medical  knowledge,  of  necessity  cannot  have  the  precise 
knowledge  of  other  subjects  which  other  different  workers 
have.  Division  of  labour  necessitates  the  co-operation  of 
labourers.  The  whole  of  one  disease  is  better  understood 
by  bringing  to  bear  on  its  direct  investigation  and  treat- 
ment different  workers  in  different  fields.  To  give  but 
one  illustration  of  the  need  of  integration  of  different, 
definite,  medical  knowledge,  and  yet  of  the  need,  too,  of 
co-operation.  The  neurologist  ought  at  least  to  be  able 
to  suspect  hypermetropia  as  a  cause  of  head  troubles,  but 
only  the  skilled  ophthalmic  surgeon  can  estimate  it  pre- 
cisely and  correct  it  accurately. 

I  think  we  often  err  by  underrating  the  complexity  of 
some  nervous  diseases.  I  take  epileptic  paroxysms  and 
their  after-conditions  as  being,  together,  an  illustration  of 
the  morbid  nervous  affection  of  greatest  complexity  of 
symptoms.  When  its  symptomatology  is  fully  displayed, 
it  shows,  I  submit,  the  imperative  necessity  of  (1)  different, 
(2)  definite,  (3)  wide  knowledge,  and  of  (4)  co-operative 
work.  I  speak  of  the  "  genuine  epilepsy  "  of  nosologists, 
not  of  epileptiform  seizures.  Epilepsy  is  a  disease  of  the 
"  organ  of  mind,^'  that  is  to  say,  of  the  highest  and  most 
complex,  &c.,  centres.  The  symptomatology  of  the 
paroxysm  is  probably  a  universal  symptomatology,  is 
demonstrably  nearly  so.  It  may  be  said  that  insanity  is 
more  complex  than  epilepsy  ;  not  so,  since  epileptic 
paroxysms  are  not  unfrequently  followed  by  temporary 
insanity.  The  study  of  epilepsy,  therefore,  involves  the 
study  of  some  cases  of  insanity.  These  insanities  are 
what  I  have  called  after-conditions  of  the  epileptic 
paroxysms.  We  ought,  of  course,  to  speak  of  epilepsies 
as  we  should  do  of  insanities  ;  for  certainly,  if  two  epi- 
leptics have  different  "  warnings  "  of  their  fits,  the  "  dis- 
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charging  lesion "  is  in  a  different  part  of  the  highest 
centres  in  the  two  cases.  There  are  many  epilepsies,  and 
many  insanities.  But  now  I  give  en  hloc  the  symptoms 
of  many  severe  epileptic  fits,  of  many  slight  fits,  and  the 
symptoms  of  epileptic  fits  (or,  I  should  say,  epileptiform 
seizures),  artificially  produced  in  dogs  ;  all  are,  at  any  rate, 
symptoms  produced  by  cortical  discharges  (liberations  of 
energy).      Among  them  are  very  important  eye-symptoms. 

At  the  climax  of  a  severe  fit  we  see  the  algebraical 
sums  of  the  co-operations  and  antagonisms  of  strongly 
developed  movements  of  all  the  muscles  of  animal  life 
accessible  to  observation ;  universal  convulsion.  As  to 
wide  involvement  of  sensory  elements  in  the  epileptic  dis- 
cbarge,  we  can  say  that  this  is  implied  by  "  warnings  "  of 
crude  and.  excessive  smells,  colours,  sounds,  tastes,  by 
tinglings,  &c.,  of  the  hands,  and  by  many  crude  and 
excessive  organic  sensations  ;  of  what  happens  in  the 
sensory  sphere  after  loss  of  consciousness  we  can  say 
nothing.  Besides  colour  development,  there  is  another 
eye-symptom,  a  vertigo,  in  which  external  objects  seem  to 
move,  implying  discharge,  direct  or  indirect,  of  motor 
cerebral  elements  representing  ocular  movements.  We 
find  dilatation  of  the  pupils  (perhaps,  sometimes,  there  is 
contraction),  there  are  great  pallor  of  the  face,  increased 
flow  of  saliva,  perspiration,  alterations  of  pulse  and  respi- 
ration, passage  of  urine  and  feeces,  and  erection  of  the 
penis.  Vulpian  curarised  a  dog,  thus  putting  the  muscles 
of  animal  life  out  of  the  reach  of  an  artificially  induced 
discharge  of  the  dog's  left  sigmoid  gyrus  (artificial  respi- 
ration was  kept  up).  Speaking  almost  only  of  effects  of 
cortical  discharges,  which  I  have  not  yet  mentioned,  there 
were  slowing  and  irregularity  of  the  heart,  raised  arterial 
pressure,  increased  flow  of  bile,  a  little  paling  of  the 
kidneys  and  diminution  of  their  secretion,  contraction  of 
the  bladder,  and  contraction  of  the  spleen. 

So  we  go  a  long  way  towards  showing  that  the  epileptic 
paroxysm  has  a  universal  symptomatology,  having  shown 
that  sensations  are  referred  to  many  diffei'ent  parts  of  the 
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body^  and  that  effects  by  efferent  (motor  and  inhibitory) 
nerves  are  produced,  in  different  ways,  in  very  numerous 
parts,  "  from  the  eyes  to  the  feet,"  strictly,  I  suppose, 
"  from  nose  to  feet."  We  can  add  to  the  list  of  parts 
represented  by  the  cerebral  cortex.  "  Bochfontaine  and 
Lepine,  on  stimulating  several  points,  especially  in  the 
neighbourhood  of  the  sulcus  cruciatus  in  the  dog,  observed 
increased  secretion  of  saliva,  slowing  of  movements  of  the 
stomach,  peristalsis  of  the  intestine,  contraction  of  the 
spleen,  of  the  uterus,  of  the  bladder,  and  increased  respi- 
rations "  (Landois'  '  Physiology,'  ii,  p.  942,  Stirling's 
translation).  Bufalini  has  observed  the  secretion  of 
gastric  juice. 

I  do  not  think  I  need  apologise  for  speaking  in  this 
lecture  of  the  non-ophthalmological  symptoms  of  epileptic 
paroxysms,  especially  of  those  of  the  organic  parts.  The 
neurologist  and  the  alienist  physician  must  take  into 
account  all  the  symptoms.  They  are  an  important  part  of 
the  evidence  towards  showing  that  the  "  organ  of  mind  " 
(highest  centres)  represents  all  parts  of  the  body.  In 
strictly  equivalent  words,  the  highest  centres  are  centres  of 
Universal  Co-ordination.  It  is  thus  that  they  are  the 
''  organ  of  "  Will,  Memory,  Reason,  and  Emotion,  the  four 
elements  of  mind  or,  equivalently,  of  consciousness.  No 
wonder  that  the  epileptic  dischai'ge,  beginning  in  some 
part  of  the  "  organ  of  mind,''  produces  universal  bodily 
effects,  animal  and  organic.  Unless  retinal  impressions, 
corresponding  to  colour  of  objects,  and  ocular  movements, 
corresponding  to  shape  of  objects,  be  represented  in  the 
highest  centres,  how  are  we  to  account  for  the  physical 
bases  of  visual  perception  and  ideation  ?  If  the  organic 
parts  are  not  represented  in  the  highest  centres,  an  emo- 
tional manifestation,  say  of  fear,  is  unaccountable  ;  and  so 
too  are  the  physical  symptoms  of  some  cases  of  melancholia, 
the  insanity  of  fear  (anxiety,  depression,  &c.,  being  only 
"fear  spread  out  thin  ").  When  a  man  is  thinking,  or 
even  dreaming,  of  a  brick,  he  is  having  a  purely  psychical 
state  ;  the  correlative  physical  state  is  discharge  of  some 
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nervous  arrangements  of  his  highest  centres,  representing 
jparts  of  his  body — certain  retinal  impressions  and  particular 
ocular  movements.  Again,  when  a  man  is  afraid,  he  is 
having  a  purely  psychical  state  ;  the  correlative  physical 
state  is  discharge  of  some  nervous  arrangements  of  his 
highest  centres,  representing  parts  of  his  body,  notahly,  the 
organic  parts.  There  are  clinical  reasons  why  the  ophthal  - 
mic  surgeon  should  be  interested  in  symptoms  referable 
to  organic  parts.  Often  enough  in  other  diseases  of  the 
cerebrum  does  he  see  eye-symptoms  with  effects  produced 
in  organic  parts.  To  say  nothing  of  vomiting,  so  common 
with  optic  neuritis  from  cerebral  tumour,  there  are  acute 
stages  in  such  cases  in  which  there  are  alterations  of  pulse 
and  respiration,  retracted  belly,  and  constipation.  Con- 
sider also  the  migrainous  paroxysm,  which  is  no  doubt 
owing  to  a  coi'tical  discharge,  so  often  beginning  by  elabo- 
rate visual  projections,  and  so  often  ending  by  vomiting. 
Eye-symptoms  from  disease  of  the  cerebrum  cannot,  in 
many  cases,  be  studied  isolatedly  from  organic  symptoms. 
We  have  not  yet  done  with  the  complexity  of  the  epi- 
leptic paroxysm. 

We  must  note  in  slight  fits  movements  of  chewing  or 
tasting,  swallowing,  vomiting,  and  writhing  movements  of 
the  arms  during  arrest  of  respiration.  I  do  not  believe 
that  these  movements  result  directly  from  the  epileptic 
discharge,  holding  that  such  a  discharge,  so  far  as  it 
spreads,  puts  an  end  to  all  movements  properly  so  called, 
"  runs  them  up  "  into  convulsion.  I  suggest  that  an 
important  eye-symptom  at,  or  near  to,  the  onset  of  some 
epileptic  fits,  the  apparent  alteration  in  size  or  distance  of 
external  objects,  is,  on  the  physical  side,  a  phenomenon  of 
the  same  order  as  the  chewing  movements  ;  that  both  are 
the  indirect  (reflex)  results  of  epileptic  discharges  of  sen- 
sory elements.  Ferrier  produced,  by  faradising  a  mon- 
key's *' taste  centre,"  movements  like  the  chewing  and 
tasting  movements  some  epileptics  or  their  friends  describe. 
It  is  exceedingly  important  to  distinguish  movements  proper 
from  convulsion,   which    is  a  contention    of   many  move- 


DISEASES    OF    THE    NERVOUS    SYSTEM.  / 

ments.  I  suppose  everyone  would  believe  that  spitting-, 
rubbing-  one  hand  with  the  other,  clutching  at  the  throat 
(in  rapid  suffocation  ?)  in  slight  seizures,  are  movements 
too  elaborate  to  result  directly  from  such  a  discharge  as 
that  which  produces  convulsion. 

There  is  yet  more  complexity  ;  when,  in  severe  fits, 
respiration  is  arrested  there  is  asphyxia.  Asphyxia  ren- 
ders a  dog's  cerebral  cortex  inexcitable  (Hitzig,  Frauck, 
and  Pitres),  but  some  lower  centres,  or  parts  they  supply, 
or  both,  are  stimulated  ;  thus  there  will  be  a  multiplication 
of  effects.  Asphyxia  produces  dilatation  of  the  pupil, 
besides  other  effects — salivation,  sweating,  &c.  But  we 
must  bear  in  mind  that  the  centres  directly  stimulated  by 
carbonic  acid,  or  over-acting  from  lack  of  oxygen,  in  simple 
asphyxia  will  be,  more  or  fewer  of  them,  in  an  epileptic 
paroxysm  already  engaged  to  some  degree  by  the  epileptic 
discharge,  and  that  when  the  fit  is  over  there  will  be  a 
degree  of  exhaustion  of  them  corresponding  to  the  degree 
of  prior  discharge,  and  so  far  an  unsusceptibility  to  be  acted 
on.      The  pupils  are  very  small  after  severe  epileptic  fits. 

Now  for  the  mental  symptoms  of,  or  rather  during,  the 
discharge  beginning  in  part  of  the  "  organ  of  mind.'' 
During  the  epileptic  discharge  there  is  defect  or  cessation 
of  consciousness.  Some  think  that  also  during  it,  at  the 
outset  of  some  fits,  there  arises  the  exactly  opposite  mental 
state  of  "  over-consciousness  ;"  "  dreamy  state,"  "  seeing 
faces,"  and  "  hearing  voices."  I  believe  these  super- 
positive  mental  states,  and  adding  to  the  list  fear — differ- 
ent miniature  insanities — at  the  onset  of  different  epileptic 
attacks,  to  arise  during  slightly  raised  discharges  of  healthy 
nervous  arrangements — of  nervous  arrangements  un- 
touched by  the  epileptic  discharge. 

We  must  be  very  careful  both  in  ophthalmological  and 
neurological  studies  not  to  confound  sensations,  colours, 
for  an  example,  which  are  states  of  mind,  with  activities 
of  sensory  elements,  which  are  states  of  body.  We  must 
not  speak  of  any  mental  states  as  occurring  from,  but  as 
arising  during,  nervous  discharges  ;  only  physical  effects. 
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sucli  as  movements,  arise  from  nervous  discliarges.  We 
must  also  distinguish  different  degrees  of  elaborateness  of 
different  mental  states  ;  "  seeing  faces  "  is  a  greatly  more 
elaborate  mental  state  than  colour  projections  at  the  onset 
of  an  epileptic  fit ;  what  I  have  called  the  "  dreamy  state  " 
is  vastly  more  elaborate  than  "  seeing  faces/''  Whilst  I 
think  that  colour  projections  at  the  onset  of  an  epileptic 
fit  arise  during  the  epileptic  dischai-ge,  I  believe  that  so 
elaborate  a  state  as  "  seeing  faces,^^  and  the  still  more 
elaborate  mental  state,  the  "  dreamy  state  "  do  not,  but 
that  they  arise  during  discharges  only  slightly  stronger 
than  normal.  The  "  dreamy  state  "  is  a  very  voluminous 
mental  state  ;  it  is  commonly  called  an  intellectual  aura. 
As  I  have  implicitly  said,  I  do  not  believe  it  to  be  an  aura 
or  v^arning, — not  a  thing,  I  mean,  of  the  same  meaning  as 
the  crude  sensations  of  colour,  &c.  Admitting  that  crude 
sensations  arise  during,  and  that  convulsions  occur /ro??t, 
the  epileptic  discharge,  I  urge  that  elaborate  mental 
states  arise  during,  and  that  movements  properly  so 
called  occur/rom,  but  slightly  raised  discharges  of  nervous 
arrangements. 

[The  lecturer  then  spoke  of  the  different  associations 
of  different  sense-warnings  in  epilepsies,  believing  that 
the  ''  subjective  '^  sensations,  smell,  taste  (or  chewing,  &c., 
movements),  and  the  '^  epigastric  ■'^  sensation,  most  often 
occur  in  those  cases  of  epilepsy  in  which  there  is  the 
"  dreamy  state,^'  and  that  the  cortical  lesions  in  these 
epilepsies  are  in  parts  of  the  cortex  in  the  region  of  the 
posterior  cerebral  artery,  which  vessel  supplies,  among- 
other  parts,  Ferrier's  centres  for  smell  and  taste.  He 
suggested  that  some  cases  of  epilepsy  with  colour  and 
sound  warnings  (with  which  he  had  never  known  the 
"  dreamy  state  "  to  be  associated)  were  owing  to  cortical 
disease  in  some  part  of  the  region  of  the  middle  cerebral 
artery,  which  vessel  supplies,  among  other  parts,  Ferrier's 
centres  for  sight  and  hearing.  He  considered  that  the 
nervous  changes  (the  "  discharging  lesion  ")  in  epilepsies 
were  not  primarily,  but  only  secondarily,  nervous  ;  that  in 
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most  cases  they  were  secondary  to  embolism  or  thrombosis 
of  small  arterial  branches ;  that  there  were  "  arterial 
cortical  lesions "  in  most  epilepsies.  He  had  held  that 
some  epileptiform  seizures  have  that  pathology  since  1864 
('  London  Hospital  Reports/  vol.  i,  p.  465),  and  considered 
that  some  cases  recently  published  by  different  physicians 
proved  that  hypothesis.  The  researches  of  Duret  and 
Heubner  on  the  detailed  arterial  supply  of  parts  of  the 
brain  will  enable  us  to  be  more  definite  in  our  arterio- 
cortical  localisations  of  "  discharging  lesions,"  especially 
in  epileptiform  seizures  ;  some  cases  of  this  kind  were  evi- 
dently owing  to  blocking  of  branches  of  the  middle  cere- 
bral. Another  way  of  putting  part  of  the  foregoing  is  to 
say  that  epileptiform  seizures  do  not  always  depend  on 
tumour.  This  brings  us  again  close  to  ophthalmology. 
If  anyone  is  thinking  of  removing  a 'brain  tumour  in  a 
case  of  epileptiform  seizures,  he  ought  to  refrain  from 
operating  if  he  does  not  find  optic  neuritis  (perhaps  with 
one  exception) .  Of  course  there  are  epileptiform  seizures 
from  brain  tumour  in  which  (for  years  at  least)  there  is  no 
optic  neuritis,  but  without  this  eye  condition  we  cannot 
(with  perhaps  one  exception)  be  sure  of  tumour.  It  was 
from  both  neurological  and  ophthalmological  knowledge 
that  Dr.  Hughes  Bennett  made  the  double  diagnosis  of  seat 
and  nature  of  the  disease  in  the  case  of  tumour  which  Mr. 
Godlee  removed  from  a  patient's  brain.]* 

[The  lecturer  then  spoke  of  certain  important  cases  of 
epilepsy  complicated  with  some  particular  definite  and 
persisting  eye-symptoms,  pointing  to  intracranial  tumour  ; 
the  investigation  by  the  ophthalmic  surgeon  of  paroxysms 

*  Since  this  address  was  given  I  have  seriously  modified  my  opinions  on 
this  matter.  I  have  advised  operation  in  the  case  of  a  man  who  had 
epileptiform  seizures  beginning  in  his  left  thumb,  but  who  had  no  optic 
neuritis  and  no  severe  headache  j  there  were  no  signs  of  injury.  Mr.  Victor 
Horsley  removed  a  tumour  from  the  right  cerebral  hemisphere,  and,  at  my 
suggestion,  cut  out  part  of  the  thumb  centre.  Mr.  Horsley  showed  the 
patient  at  the  Brighton  meeting  of  the  British  Medical  Association,  August 
13th,  1886.  The  man  was  then  quite  well  except  for  some  weakness  of  the 
left  hand  j  the  fundi  were  normal. 
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of  epilepsy  so  complicated  is  most  desirable.  A  man 
had  occasionally  smells  in  his  nose  heralding  in  slight 
attacks  of  epilepsy  with  the  "  dreamy  state  j"  there  were 
left-sided  "  shakings "  in  the  paroxysms.  There  was 
double  optic  neuritis,  but  no  defect  of  sight ;  the  neuritis 
passed  off  under  mercurial  inunction  and  iodides,  sight 
remaining  good.  The  patient  died  apoplectic  with  left 
hemiplegia  ;  his  case  illustrates  the  dictum  that  a  man 
with  optic  neuritis  is  to  be  considered  as  being  in  imminent 
danger  of  death  ;  that  this  patient  was  in  any  such  danger 
no  one  would  have  surmised  who  did  not  find  out  that 
there  was  optic  neuritis.  Whilst  the  optic  neuritis  is  the 
best  indication  for  treatment,  and  of  most  pros:nostic  value, 
such  an  important  variety  of  epilepsy  as  this  patient  had 
deserves  most  careful  investigation.  In  this  association 
the  lecturer  urged  that  the  great  thing  in  the  diagnosis 
of  epilepsy  is  not  so  much  the  '^  quantity  or  severity  of 
the  symptoms "  as  their  paroxysmalness,  and  that  the 
slighter  a  paroxysm,  the  more  necessary,  both  for  the 
patient's  sake  and  for  medical  science,  is  its  minute  investi- 
gation ;  attacks  of  epilepsy  with  the  "  dreamy  state,^' 
when  very  slight,  as  they  often  are,  ai*e  sometimes  attri- 
buted to  hysteria  or  to  stomach  and  liver  derangement. 
To  the  uninstructed  the  accounts  given  by  the  patients 
seem  "  fanciful/'  That  optic  neuritis  is  often  overlooked 
in  its  praemaurotic,  most  curable,  stage  is  certain.  The 
case  mentioned  was  the  only  case  of  epilepsy  with  "  dreamy 
state"  the  lecturer  had  seen  complicated  with  optic 
neuritis  ;  there  was  no  necropsy  ;  the  presumption  is  that 
death  occurred  by  haemorrhage  from  a  vascular  tumour  in 
the  right  cerebral  hemisphere.  Another  case  of  this  kind 
of  epilepsy  (bitter  taste,  "  dreamy  state,"  and  right-sided 
numbness),  investigated  by  Dr.  James  Anderson,  was  com- 
plicated by  simple  atrophy  of  the  optic  nerves  ;  there  was 
loss  of  sight  of  the  left  eye,  of  the  right  field  of  the  right 
eye,  almost  loss  of  smell  on  the  left  side  ;  defect  of  taste, 
more  on  the  left  side.  (The  paroxysmal  one-sided  sym- 
ptom   (numbness)   was  right-sided,   and   the   patient    was 
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not  left-handed  ;  in  most  cases  of  this  variety  of  epilepsy 
the  lecturer  thinks  the  one-sided  phenomena,  if  any,  are 
left-sided.)  Having  regard  to  an  important  case  recorded 
by  Mr.  Nettleship  ('Transactions'  of  this  Society, 
vol.  iv,  p.  285),  like  this  in  the  optic  symptoms  (necropsy 
by  Dr.  Sharkey),  in  which  there  were  slight  epileptic  fits 
with  a  feeling  of  suffocation  referred  to  the  nose  and 
mouth,  the  lecturer  thought  that  in  Dr.  Anderson's 
patient's  case  there  was  a  basal  tumour  causing  the 
epileptic  fits  by  involving,  or  by  in  some  way  inducing, 
changes  of  instability  in,  the  left  temporo-sphenoidal  lobe.* 
Cases  with  such  fixing  eye-symptoms,  implying  gross 
organic  disease,  for  obvious  reasons  deserve  most  careful 
and  minute  investigation,  not  only  of  the  eye-symptoms, 
but  of  the  epileptic  fits  also.] 

Speaking  now  very  generally  of  the  after-conditions  of 
epileptic  paroxysms,  we  have  insanity,  according  to  the 
severity  of  the  fits,  in  two  degrees  at  least, — in  three,  I 
think.  There  is  so-called  "  loss  "  of  consciousness  with 
actions  (post-epileptic  ''  unconsciousness  "  with  mania,  for 
example),  and  after  very  severe  paroxysms  acute  dementia 
(coma).  Here  I  remark  that  it  is  vain  to  attempt  the 
realistic  study  of  epilepsy  and  its  after-conditions,  or  that 
of  any  other  insanity,  without  psychological  knowledge. 
Confounding  psychology  with  physiology  of  the  highest 
centres  leads  to  crude  metaphysical  explanations,  such  as 
that  in  post-epileptic  coma  a  man  does  not  move  because 
he  is  unconscious,  although  in  a  slighter  post-epileptic 
condition,  post-epileptic  mania,  there  is  movement  enough 
when,  according  to  the  opinion  of  most,  consciousness  is 
lost.  Taking  post- epileptic  coma  after  a  very  severe  fit, 
there  is  exhaustion  of  more  or  less  of  the  highest  centres 
*  This  patient  has  since  died,  and  the  necropsy  by  Dr.  Anderson  showed  a 
large  tumour,  partly  solid,  partly  cystic,  occupying  the  position  of  the 
pituitary  body  and  extending  backward  as  far  as  the  pons,  along  the  inner 
margin  of  the  left  tempoio-sphenoidal  lobe,  which  it  had  undermined.  The 
right  optic  tract  and  optic  nerve  were  not  directly  involved  in  the  tumour,  the 
left  tract  and  nerve  were.  Papillitis  developed  in  the  right  eye  shortly  before 
death. 
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implied  by  the  negative  affection  of  consciousness,  and, 
in  some  slighter  degree,  of  more  or  less  of  the  lower 
(more  organised)  centres.  Westphal  and  Gowers  have 
noted  transitoiy  absence  of  the  knee-jerks  after  epileptic 
paroxysms,  thus  showing  there  to  be  sometimes  exhaus- 
tion of  lumbar  nuclei,  some  lowest  motor  centres.  Deep 
post-epileptic  coma  is  psychically  dementia,  but  is,  on  the 
physical  side,  nothing  else  than  some  universal,  almost 
total,  paralysis — paralysis  not  only  of  aoimal,  but  of 
organic  parts  also,  proportionate  to  the  degree  of  the  prior 
epileptic  discharge  upon  them.*  This  contention  of  mine 
is,  however,  denied ;  let  us  say,  what  cannot  be  denied, 
that  the  patient  is  nearly  dead.  I  daresay  my  calling  the 
psychical  side  of  the  condition  insanity  (dementia  or 
amentia)  will  be  objected  to.  Let  us  say  that  the  patient 
is,  or  is  nearly,  mentally  dead ;  this  cannot  be  denied. 
Moreover,  the  patient  is  suffering  from  asphyxia,  from 
slow  respiration,  from  imperfect  circulation  ;  thus  there 
will  be  a  multiplication  of  effects.  Possibly  the  asphyxia 
helps  somewhat  in  re-evolution  by  strongly  stimulating  the 
respiratory  and  other  partially  exhausted  (lowest)  centres. 

There  is  one  after-effect — a  valuable  eye-symptom — 
which  is  certainly  paralytic, — transitory  lateral  deviation 
of  the  eyes,  observed  by  Beevor  instantly  after  severe 
attacks.  Again,  the  exaggerated  knee-jerks  and  foot- 
clonus  after  some  fits  (Beevor)  imply  paralysis,  signify 
exhaustion  of  fibres  in  the  lateral  columns,  and  possibly 
also  of  inhibitory  centres  (Growers)  in  the  cord  itself. 
Here  we  have  after-effects  at  the  two  extremes — eyes 
(paralytic)  and  feet  (implying  some  paralysis)  ;  it  would  be 
remarkable  if  the  rest  of  the  symptoms  were  not  paralytic. 

I  submit  that  it  would  not  be  possible  for  a  neurologist 
to  scientifically  study  this  exceedingly  complex  disease 
without  availing  himself  of    the    work  done   by    different 

*  Of  course  we  cannot  say  that  such  super-positive  phenomena  as  foot- 
clonus,  passage  of  faeces,  &c.,  after  epileptic  fits  are  paralytic,  but  they 
signify  exhaustion  of  "  controlling  "  nervous  elements,  are  indirect  evidences 
of  paralysis. 
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specialists.  We  require  many  different  kinds  of  definite 
or  teclinical  knowledge  ;  all  tlie  sagacity  in  the  world  will 
not  suffice  either  for  pi-actical  ends  or  for  the  scientific 
investigation  of  complex  problems  without  technical  know- 
ledge. No  one  man  can  have  from  his  own  working 
enough  different  definite  knowledge  to  thoroughly  investi- 
gate the  universal  symptomatology  of  epilepsy.  It  is 
vain  to  begin  careful  analysis  of  this  complex  problem 
without  aid  from  psychology.  Could  the  neurologist 
analyse  the  physical  condition  without  help  from  the 
physiologist  ?  How,  without  that  help,  is  he  to  put  in 
any  reasonable  order  symptoms  related  to  the  organic 
parts,  slowing  of  the  heart,  raised  arterial  pressure,  and 
the  rest  ?  Recent  researches  by  Gaskell*  {'  Proceedings' 
of  the  Physiological  Society,  February  14th,  1885)  will,  I 
think,  help  us  greatly  in  our  analysis  of  the  organic  sym- 
ptoms. I  submit  the  hypothesis  that,  in  some  cases,  the 
first  effects  of  the  epileptic  discharge  on  the  organic  parts 
are  by  intermediation  of  Gaskell's  leucenteric  (inhibitory) 
or  "  white  visceral  "  fibres.  Does  not  the  neurologist  need 
the  help  of  the  alienist  physician.  Witness  the  definite  work 
on  epileptic  insanity  by  Falret  ?  To  the  ophthalmic  surgeon 
he  is  very  directly  indebted.  Here  I  will  pick  the  eye- 
symptoms  out  of  the  heap. 

Sometimes,  but  yet  rarely,  we  have  optic  neuritis 
common  in  epileptiform  seizures,  or  simple  optic  atrophy, 
as  I  have  illustrated.  To  speak  only  of  the  paroxysmal 
symptoms.  In  some  cases  there  are  colour  warnings, 
occasionally  followed  by  the  vastly  more  elaborate  mental 
state,  "  seeing  faces."  There  are  pupillary  affections. 
In  one  case  of  urasmic  convulsions,  I  saw  the  fundus 
easily  during  the  fits,  the  pupils  being  then  greatly 
dilated,  but  could  get  no  glimpse  of  it  in  the  intervals. 
Vulpian  found  that  the   pupils  in  his  curarised  dog  en- 

*  Since  this  lecture  was  delivered,  Gaskell  has  published  a  much  fuller 
account  of  his  researches.  '  Journal  of  Physiology/  vol.  vii.  No.  1,  "  On  the 
Structure,  Distribution,  and  Function  of  the  Nerves  which  Innervate  the 
Visceral  and  Vascular  Systems." 
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larged  during  the  artificially  induced  paroxysm,  and  that 
after  the  fit  they  were  smaller  than  before  the  fit.  We 
have  vertigo  at  the  onset  of  some  paroxysms.  Vertigo  is 
consciousness  ceasing ,  that  variety  of  it  in  which  objects 
seem  to  move  to  one  side  is  an  eye-symptom  ;  it  implies 
discharge,  primary  or  secondary,  of  centres  representing 
particularly  the  most  special  of  ocular  movements.  If  we 
have  not  clear  ideas  on  vertigo  in  epilepsy,  we  shall  work 
sad  havoc  in  the  investigation  of  some  important  varieties 
of  epilepsy.  Here  the  neurologist  should  avail  himself 
of  the  definite  knowledge  the  ophthalmic  surgeon  can  give 
him  from  cases  of  paralyses  of  ocular  muscles,  in  which 
vertigo  is  seen  in  its  simplest  form,  before  he  studies 
it  in  the  vastly  complex  circumstances  of  the  epileptic 
paroxysm.  After  that  he  should  take  heed  of  what  the 
aural  surgeon  can  tell  him  of  ear-vertigo.  I  have  seen, 
so  to  speak,  vertigo  during  an  attack  of  ear-vertigo — 
speaking  more  correctly,  I  saw  the  patient's  eyes  jerk  to 
one  side  whilst  he  saw  objects  jerking  to  one  side  (^ Brain,' 
April,  1879).  In  our  'Transactions,'  vol.  iii,I  have  recorded 
a  case  (esentially  like  one  previously  published  by  Schwa- 
bach)  in  which  pressure  on  a  diseased  right  ear  produced 
vertigo  and  movements  of  the  eyeballs  to  one  side.  Such 
cases  are  vei"y  valuable  in  the  interpretation  of  the  physical 
condition  for  vertigo.  The  variety  of  vertigo  mentioned 
occurs  no  doubt  in  an  epileptic  fit  along  with  turning  of  the 
eyes  to  one  side.  Beevor  has  noted  that  after  some  epileptic 
fits  the  eyes  deviate  from  the  side  to  which  they  were  strongly 
turned  in  the  prior  paroxysm.  This  is  a  matter  of  great 
importance.  That  movements  of  the  eyes  are  represented 
in  the  highest  motor  centres  (frontal  lobes,  motor  divisions 
of  the  ''organ  of  mind"),  one  might  infer  a  priori.  Ocular 
movements  are  the  most  representative  of  all  movements. 
Most  mentation  is  carried  on  in  visual  perceptions  and 
ideas  J  and,  as  there  is  an  element  of,  or  symbolising, 
shape  in  all  visual  perceptions  and  ideas,  there  is,  of 
necessity,  a  representation  of  ocular  movements  in  the 
physical  bases  of  these  perceptions  and  ideas,  that  is,  in 


DISEASES    OF    THE    NERVOUS    SYSTEM.  15 

the  highest  centre.  Farrier  and  Gerald  Yeo  find,  by 
experiments — ablations — on  monkeys,  that  movements  of 
the  eyes  and  head  are  represented  in  the  frontal  lobes. 
There  is  another  important  eye- symptom  in  epilepsy  : 
apparent  alteration  in  the  size  and  distance  of  objects. 
It  occurs,  I  think,  most  often  in  those  epileptic  attacks  in 
which  there  is  the  "  dreamy  "  state.  It  is  physically  a 
"motor  affair;^'  that  size  and  shape  are  not  simply 
"  retinal  affairs  "  is  easily  proven.  Here  we  avail  our- 
selves of  the  definite  knowledge  of  the  ophthalmic  surgeon 
(the  micropia  after  instillation  of  atropine  ;  in  paralysis  of 
an  internal  rectus ;  the  opposite  condition  after  eserine) . 
But  we  must  not  apply  the  knowledge  derived  from  such 
simple  cases  to  alterations  in  size  of  external  objects  at 
the  onset  of  epileptic  fits  without  great  caution,  the  situa- 
tion being  an  exceedingly  complicated  one.  I  have 
already  stated  an  hypothesis  regarding  the  mode  of  pro- 
duction of  these  phenomena.  Dr.  Gowers  has  considered 
them  with  his  usual  ability  in  his  valuable  work  '  Epilepsy,' 
p.  64 — a  work  rich  in  ophthalmological  knowledge. 

Although  I  have  spoken  of  epilepsy,  there  are  really 
very  many  epilepsies,  and  thus,  illustrating  by  the  eye- 
symptoms  (vertigo,  colour,  alterations  in  size  or  distance 
of  objects),  we  should  try  to  find  the  particular  sequence 
of  symptoms  of  other  kinds,  of  which  each  of  the  eye- 
symptoms  is  the  prelude.  Epilepsy  is  not  a  complex  thing 
when  it  is  empirically  regarded  as  a  clinical  entity,  which 
for  some  purposes  it  should  be.  It  is  comparatively  easy 
to  note  the  "  causes,''  "  warnings,"  &c.,  "  of  epilepsy  ;  " 
much  good  work  has  been  done  in  that  way.  But,  besides 
investigating  in  this  way,  we  have  to  "  turn  ourselves 
round"  and  try  to  ascertain  what  different  symptoms 
result  from  differently  seated  "  discharging  lesions "  of 
the  highest  centres.  We  have  the  large  compound  ques- 
tion to  answer.  What  is  the  constitution  of  the  "  organ 
of  mind"  (highest  centres)  by  which  it  results  (1)  that 
discharges  beginning  in  different  parts  of  it  produce 
different    epilepsies, — produce,    if    severe    enough,    nearly 


16  OPHTHALMOLOGY    AND 

universal  effects  (no  doubt,  in  different  degrees  and 
sequences)  ;  whilst  (2)  other  kinds  of  disease  of  different 
parts  of  the  ''organ  of  mind"  produce  different  insanities? 
(3)  In  one  case  we  may  have,  first,  in  tlie  paroxysm, 
cessation  of  consciousuess  with  universal  convulsion  and 
equivalent  effects  in  the  organic  field,  and  then,  after  the 
paroxysm,  insanity, — acute  temporary  dementia  (coma)  or 
"  loss  "  of  consciousness,  with  mania.  After  epileptic  fits 
of  different  degrees  of  severity  we  have  different  degrees 
of  insanity,  from  "  confusion  of  thought "  to  coma. 
Indeed,  some  physicians  go  so  far  as  to  say  that  an 
attack  of  mania  sometimes  occurs  instead  of  an  epileptic 
convulsion ;  as  I  have  implicitly  said,  when  speaking  of 
movements  properly  so  called  and  of  elaborate  mental 
states,  I  do  not  hold  this  hypothesis.  (4)  We  have  to 
find  a  basis  for  the  comparative  study  of  epilepsies  and 
insanities  (diseases  of  highest  centres)  witb  diseases  of 
lower  centres. 

It  is  impossible  even  to  begin  to  work  methodically 
towards  answering  the  compound  question  put  if  we 
confuse  psychology  with  the  anatomy  and  physiology  of 
the  nervous  system  ;  manifestly  referring  to  (4),  it  is  not 
reasonable  to  compare  and  contrast  loss  of  consciousness 
from  disease  of  the  highest  centres  with  a  monoplegia 
from  disease  of  a  middle  centre  or  with  any  other  physical 
symptom. 

We  should  follow  the  method  of  science,  and  investigate 
by  the  use  of  hypotheses.  This  may  seem  a  strange 
remark  to  those  who  erroneously  suppose  an  hypothesis 
to  be  a  conclusion  in  which  we  may  rest.  It  is  only  used 
for  the  methodising  of  work  by  observation  and  experi- 
ment. I  submit  that  we  sbould  adopt  the  hypothesis  of 
evolution,  according  to  which  the  whole  nervous  system 
is  a  sensori-motor  system  representing  all  parts  of  the 
body.  I  suggest  that  all  parts  of  the  body  ai-e  repre- 
sented in  each  of  three  levels  of  evolution  (representative, 
re-representative,  and  re-  re-representative.*  Representa- 
*  Strictly  we  should  speak  of  four  levels ;  as,  when  tracing  the  "  ascent " 
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tion  increases  in  (1)  differentiation  (complexity),  (2)  defi- 
niteness  (speciality),  (3)  integration  (intricacy),  and  (4) 
in  number  of  interconnections  (co-operation),  from  lowest 
centres  to  higliesfc  centres  (organ  of  mind).  The  "organ 
of  mind  "  is  nothing  else  than  a  series  of  centres  repre- 
senting, or,  what  is  the  same  thing,  co-ordinating,  all 
parts  of  the  body  "  from  nose  to  feet "  in  greatest  com- 
plexity, &c.  Let  me  compare  and  contrast  the  lowest 
level  of  evolution  with  the  highest,  ignoring  the  middle 
level.      (The  lowest  level  is  cerebro-cerebellar.) 

Each  lowest  centre  represents,  most  nearly  directly,* 
some  (3)  limited  particular  region  of  the  body  (least 
integration),  each  some  region  in  (1)  fewest,  least  dif- 
ferent, and  (2)  least  definite,  combinations  ;  there  are  (4) 
fewest  connections  between  these  centres.  The  supposi- 
tion is  that  each  of  the  highest  centres  represents  triply 
indirectly,  through  middle  and  lowest,  (3)  all  or  very 
wide  regions  of  the  body,  that  each  represents  in  (1) 
most  numerous,  most  different,  and  (2)  most  dej&nite 
combinations,  and  that  there  are  (4)  most  numerous  con- 
nections between  these  centres.  (Each  highest  centre 
represents  all  parts,  or  wide  regions,  of  the  body ;  no  two 
represent  all  parts,  or  the  same  parts,  in  the  same  way.) 
The  evolutionist,  it  must  be  added,  does  not  attempt  the 
marvellous  feat  of  "  getting  the  mind  out  of  the  body  ;  " 
he  only  tries  "  to  get  "  the  physical  bases  of  mind  (highest 
centres)  out  of  the  rest  of  the  body.  Mental  states  are 
only  concomitant  with  nervous  states.  Taking  mental 
symptoms  to  be  only  signs  of  what  is  not  going  on,  or  of 
what  is  going  on  wrong,  in  the  highest  parts  of  a  great 
sensori-motor  mechanism,  we  may,  I  hope,  find  an  answer 
to  the  large  compound  question  put.      We   cannot  expect 

(vide  infra)  from  eye-muscles  to  most  complex  ocular  movements,  we  should 
begin  at  the  periphery ;  the  muscles  on  the  real  lowest  nervous  centres,  for, 
as  Moxon  said  many  years  ago,  muscle  is  only  in  degree  less  nervous  than 
nerve. 

*  I  use  numbers  to  indicate  the  particular  factors  of  evolution  previously 
stated.     It  is  convenient  here  to  state  the  factors  in  different  order. 
VOL.  VI.  2 
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to  find  an  answer  if  we  are  not  thoroughly  materialistic 
as  to  what  is  purely  material^  the  nervous  system. 

Taking  an  ophthalmological  illustration,  and  yet  arti- 
ficially simplifying  it  by  considering  only  the  first  factor 
in  evolution,  we  might  try  to  trace  an  ascending  com- 
plexity of  representation  from  the  nerve  supply  to  ocular 
muscles  up  to  representation  of  ocular  muscles  in  exceed- 
ingly complex  movements  in  the  physical  bases  of  visual 
ideas  and  other  mental  states.  We  should  use  the  "  ex- 
periments "  which  disease  makes  (dissolutions)  in  endea- 
vouring to  trace  that  ascent ;  (1)  paralyses  of  ocular 
muscles  from  lesions  of  their  nerve-trunks  (periphery), 
(2)  ophthalmoplegia  externa  and  interna  (lowest  motor 
centres),  (3)  lateral  deviations  of  the  eyes  in  lesions, 
negative  and  positive,  of  the  middle  motor  centres,  or 
negative  lesions,  of  a  plexus  (internal  capsule)  just  below 
them  (Vulpian  and  Prevost) .  In  some  limited  epileptiform 
seizures  we  see  development  of  movements  of  the  eyes 
in  very  important  associations.  Possibly  the  interesting 
and  remarkable  paralyses  of  particular  ocular  movements, 
which  Priestley  Smith  has  described,  are  monoplegias 
owing  to  negative  lesions  of  some  middle  centres,  (4) 
deviations  of  the  eyes  in  and  after  epileptic  fits,  which 
are,  I  presume,  excessive  developments  of,  and  losses  of, 
many  movements  represented  in  the  physical  bases  of 
innumerable  visual  ideas  and  other  mental  states. 

These  "  experiments "  are  very  rough,  but  some  of 
them  can  be  supplemented  by  the  very  definite  experi- 
ments, properly  so  called,  of  Hitzig  and  Ferrier.  I  refer 
again  to  the  proof  which  Ferrier  and  Gerald  Yeo  have 
given  of  the  representation  of  ocular  movements,  or  of 
the  most  special  of  them,  in  the  frontal  lobes;  these  parts 
of  the  "  organ  of  mind  "  I  call  highest  motor  centres. 

It  may  be  said  that  such  a  wide  way  of  studying  dis- 
eases tends  to  vagueness.  I  think  we  may  guard  ourselves 
against  this. 

In  the  epileptic  paroxysm  (dissolution  being  effected) 
the  universal  symptomatology  is  suddenly  pi-esented,  and 
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is  transitory.  But,  whilst  working  at  this  disease  of  the 
highest  level  of  evolution,  and  at  insanities,  other  diseases 
of  it,  we  may,  at  the  same  time,  work  at  different  diseases 
of  the  lowest  level  (ignoring  the  middle  in  this  illustra- 
tion), in  which,  taking  numerous  different  cases,  the 
symptomatology  is  of  nearly  all,  if  not  of  all,  parts  of  the 
body.  I  remind  you  that  the  hypothesis  is  that  the 
lowest  level  represents  all  parts  of  the  body ;  that  the 
middle  level  is  that  lowest  level,  so  to  speak,  "  raised  to 
a  higher  power ;  "  that  the  highest  level  is  the  middle 
''  raised  to  a  still  higher  power.'' 

In  different  progressive  muscular  atrophies  we  have 
symptoms  referred  to  the  animal  parts  nearly,  if  not 
quite,  all  along  the  lowest  level,  from  ophthalmoplegia 
externa  downwards  (some  forms  of  '^  bulbar  paralysis," 
the  -common  variety,  Duchenne-Aran,  &c.)  ;  "  symptoms 
from  the  eyes  to  the  feet  "  dependent  on  nuclear  atrophies. 

Here  is  an  important  ophthalmological  matter.  It  is 
well  known  that  with  destructive  lesions  of  the  brachial 
plexus  we  have  smallness  of  the  pupil  on  the  side  of  the 
injury.  Ferrier  finds  that,  in  the  monkey,  and  presum- 
ably it  is  so  in  man,  the  dilator  fibres  of  the  iris,  contained 
in  the  cervical  sympathetic,  are  derived  from  the  anterior 
root  of  the  second  dorsal  nerve.  In  the  monkey  the 
second  dorsal  sends  a  communicating  branch  to  the  bra- 
chial plexus,  and  so  it  does  in  most  cases  in  man  (Cun- 
ningham). Now,  the  second  dorsal  root  (Ferrier)  supplies 
also  the  intrinsic  muscles  of  the  hand.  In  one  case  I 
have  observed  a  small  pupil  (inability  to  dilate  when 
shaded)  in  a  case  of  progressive  muscular  atrophy  at  a 
stage  when  the  hand  muscles  were  almost  solely  those 
atrophic.  Here,  again,  the  neurologist  has  common 
ground  with  the  ophthalmic  surgeon. 

So  much  for  atrophy  of  lowest  centres  for  the  animal 
parts ;  now  for  atrophy  of  lowest  centres  for  organic 
parts.  The  separation  is,  of  course,  not  absolute  ;  bulbar 
paralysis  is  evidently  a  morbid  affection  of  parts  mixed  in 
function,  or  rather  having  both  kinds  of  function. 
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I  submit,  quite  hypothetically,  tliat  we  have  atrophies 
of  cells  of  centres  for  organic  parts,  like  the  atrophies  of 
cells  of  anterior  horns,  and  their  higher  homologues,  which 
produce  progressive  muscular  atrophies.  Thus  I  submit 
that  (pernicious)  diabetes  may  be  a  nuclear  atrophy — pro- 
gressing atrophy  of  cells  of  that  part  of  the  great  vaso- 
motor centre  which  especially  governs  the  hepatic  artery. 
I  would  venture  to  suggest  that  Graves'  disease  is  of  the 
same  kind  of  central  pathology.  (Similarly,  mutatis 
mutandis,  for  myxoedema ;  atrophic  central  changes, 
leading  to  atrophy  of  the  thyroid.  Dr.  Ord  says  that 
marked  bulbar  paralysis  has  been  found  in  two 
cases.) 

In  many  cases  of  Graves'  disease  we  have  an  important 
eye  symptom — that  on  the  patient's  looking  down  the  lid 
does  not  properly  follow  the  globe  ;  perhaps  by  this  sym- 
ptom we  may  hope  some  time  to  fix  the  seat  of  the  morbid 
change  in  the  centres.  Warner  and  Bristowe  have  recorded 
a  case  of  Graves'  disease  in  which  there  was  also  a  form  of 
progressive  muscular  atrophy,  ophthalmoplegia  externa. 
This  case,  so  complicated,  renders  my  hypothesis  a  little 
plausible.  Of  course  I  do  not  mean  that  all  the  super- 
positive  phenomena  in  Graves'  disease  are  the  direct  con- 
sequences of  atrophy  of  cells.  The  engorgement  of  the 
thyroid  may  be  owing  to  such  atrophy  of  some  part  of  the 
vaso- motor  centre.  Some  other  symptoms,  e.  g.  the  pal- 
pitation, may  be  indirect  consequences  of  atrophy  of  cells 
of  inhibitory  centres.  There  is  no  reason  why  atrophy 
should  not  begin  in  cells  of  Clarke's  (visceral)  column  and 
its  higher  and  lower  representatives,  and  in  spinal  and 
bulbar  '^  regulating  centres." 

In  tabes  dorsalis  we  have,  taking  numerous  cases,  sym- 
ptoms "  all  along  the  line,"  from  optic  atrophy  and  pupil- 
lary affections  downwards  "  from  eyes  to  feet."  In  these 
cases  we  have  morbid  affections  of  many  organic  parts, 
among  others,  gastric  crises  (Charcot,  Buzzard),  bladder 
troubles,  and  impotence ;  sometimes  loss  of  smell  and 
hearing;  but  the  most  important  sensation  defect  is  of 
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resistance,  a  defect   clearly  seen   in   cases  where  there  is 
the  feeling  of  "  padding  "  of  the  soles. 

Diphtherial  paralysis*  is  another  disease  on  the  lowest 
level  of  evolution,  probably  (Vulpian,  Dejerine,  Aber- 
crombie,  Percy  Kidd)  a  myelitis  of  parts  of  anterior 
spinal  horns  and  of  their  higher  homologues  (possibly  the 
ptoamine  generated  during  the  diphtheria  acts  somewhat 
like  curare  and  poisons  endings  of  motor  nerves).  In 
this  disease  we  have,  in  severe  cases,  paralyses  of  many 
different  parts  from  eyes  (ciliary  muscles)  downwards — 
"  from  eyes  to  feet.'^  We  must  not  forget  the  occasional 
implication  of  the  organic  parts — death  after  slowing  of 
the  pulse.      (Implication  of  the  accelerating  centre  ?) 

We  may  study  the  nearly  universal  symptomatology 
from  different  kinds  of  disease  on  the  lowest  level  of 
evolution,  made  up  by  the  cases  mentioned  and  by  others 
on  that  level.  The  ophthalmic  surgeon  sees  eye  symptoms 
from  lesions  at  or  near  to  the  "  top  "  of  the  lowest  level 
of  evolution,  and  in  cases  which,  superficially  regarded, 
are  uncomplicated.  But,  having  great  integration  of 
medical  knowledge  of  other  kinds,  he  does  not  regard 
them  as  eye  diseases  only,  but  finds  what  they  mean,  what 
symptomatology  they  are  but  important  elements  in.  By 
co-operation  of  raany  different  workers,  each  with  definite 
or  special  knowledge  of  a  particular  kind,  and  each  with 
great  integration  of  more  general  knowledge,  we  may  hope 
to  thoroughly  analyse  these  very  complex  symptomato- 
logies. The  symptoms  are  slowly  produced,  are  presented 
in  detail,  are  persistent  or  permanent,  and,  so  to  speak, 
are  comparatively  simple  analysing  experiments  by  disease 
on  the  lowest  level  of  evolution  ;  they  are  simple  dis- 
solutions. But  now,  regarding  these  symptoms  taken  en 
bloc  as  signs  of  negative  lesions  of  (nearly)  all  parts  on 
the  lowest  level  of  evolution,  let  me  compai^e  and  contrast 
them  with  symptoms  from  negative  lesions  on  the  highest 
level. 

*  A  valuable  paper  by  Benson,  of  Dublin,  on  this  morbid  affection  appeared 
vol.  iii,  '  Trans.  Ophth.  Soc.' 
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The  condition  of  a  patient  after  a  severe  epileptic  fit  is 
one  of  nearly  universal,  and  almost  total,  paralysis  (dissolu- 
tion effected).  He  has  loss  of  consciousness,  but  this  has 
nothing  to  do  witli  his  not  moving.  The  symptomato- 
logy is,  so  to  speak,  the  "  evolutionary  sum  "  of  all,  or 
nearly  all,  the  symptoms  of  all  the  diseases  on  the  lowest 
level  of  evolution.  This  statement  needs  obvious  qualifi- 
cation ;  one  is  important.  Since  the  epileptic  discharge, 
beginning  in  the  highest  centres,  produces  effects  in  nearly 
all  (ento-  and  epi-)  peripheral  parts,  currents  from  this 
primary  discharge  must  have  traversed  and  discharged 
more  or  less  of  the  middle  and  lowest  centres  in  order  to 
"  get  at "  the  periphery.  Hence  the  paralytic  condition 
after  a  severe  fit  will  be  a  very  compound  one,  all  orders 
of  centres  being  somewhat  affected,  but  in  different 
degrees. 

Thus  the  neurologist,  by  availing  himself  of  the  different 
definite  work  which  ophthalmic  surgeons,  aural  surgeons, 
laryngologists,  &c.,  are  doing  at  different  points  all  along 
the  (1)  lowest  level  of  evolution,  by  working  himself  at 
different  diseases  on  the  (2)  middle  level  (epileptiform 
seizures,  migraine,  monoplegias,  &c.),  by  working  with 
the  alienist  physicians  at  diseases  of  the  (3)  highest 
centres  (epilepsies  and  insanities),  may  hope  to  justify  his 
differentiation.  The  several  workers  may  hope  to  add 
(1)  different,  (2)  definite  knowledge  to,  and  further,  the 
(3)  integration  of,  general  medical  knowledge,  and  to 
lead  to  a  higher  and  more  methodical  (4)  co-operation  of 
different  workers.  I  say  once  more  that  this  comparative 
study,  that  by  aid  of  the  hypothesis  of  evolution,  cannot 
be  methodically  undertaken  if  we  confuse  psychology 
with  the  anatomy  and  physiology  of  the  nervous  sys- 
tem, not  if  we  take  the  organ  of  mind,  or  its  activities  to 
be  mind.  The  "  organ  of  mind  "  is  simply  a  series  of 
sensori-motor  centres  re-re-representing  impressions  and 
movements  of  all,  literally  all,  parts  of  the  body. 
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Circular  drawn  up  by  tlie  Council  and  sent  to  tlie 
members  of  the  Society  before  the  meeting  on  May  6th. 

PEOPOSED    COLLECTION    OF    EVIDENCE    AS    TO    GRAVES' S 
DISEASE. 

The  Council  wishes  to  collect  facts  in  reference  to  the 
symptoms,  pathology,  and  treatment  of  Exophthalmic 
Goitre.  The  meeting  to  be  held  on  May  6th  will  be 
specially  devoted  to  this  purpose.  Communications, 
whether  written  or  viva  voce,  which  bear  upon  any  or  all 
of  the  following  topics,  will  be  acceptable. 

1.  Cases  in  which  a  necropsy  was  obtained. 

2.  Cases  in  which  any  definite  cause  could  be  assigned 

for  the  affection. 

3.  Aboi-tive  cases,  that  is,   cases  in  which  the  usual 

symptoms  were  present  for  a  short  time,  and  in 
a  slight  form,  and  then  disappeared.  Are  such 
cases  common  ? 

4.  Cases  which  have  ended  in  recovery. 

5.  Cases   which  have   been  kept  under  observation 

for  long  periods. 

6.  Cases  which  appeared  to  be  definitely   benefited 

by  treatment.  Do  many  cases  get  well  when 
untreated,  and  if  so,  what  is  the  duration  of  the 
disease  in  them  ? 

7.  Cases  in    which  the  exophthalmos  was  such  as  to 

threaten  the  safety  of  the  eye,  or  to  destroy  it. 
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What  are  the  best  measures  of  treatment  with 
regard  to  this  special  danger  ? 

8.  Cases  in    which    symmetrical    exophthalmos    has 

been  observed  without  the  other  symptoms  of 
Graves's  disease. 

9.  In  what  order  do  the  following  symptoms  usually 

appear  and  disappear : — (a)  Palpitation  and 
throbbing  of  carotids  ;  {h)  Enlargement  of  the 
thyroid;   (c)  Proptosis  ;   (d)  Graefe's  lid- sign  ? 

10.  Does    Graefe's  lid-sign  occur    when    there  is   no 

proptosis  ?  Is  it  equally  developed  on  the  two 
sides  ?  Does  it  ever  accompany  prominence  of 
the  eyeball  due  to  other  causes  ?  Does  it  occur 
in  hypermetropia,  or  myopia^  or  in  healthy 
persons  ?  Do  such  drugs  as  cocaine,  eserine, 
atropine,  produce  anything  like  Graefe's   sign  ? 

11.  Is  the  enlargement  of  the  thyroid  usually  equal  on 

the  two  sides  ? 

12.  In  conjunction  with  what  other  diseases  is  exoph- 

thalmic goitre  found  ?  Does  it  occur  often  in 
several  members  of  the  same  family  ? 

13.  This  disease  occurring  most  frequently  in  women, 

is  any  relation  between  it  and  derangement  of 
the  reproductive  system  observable  ? 

14.  Family  histories  of  cases  of  the  disease. 

1 5.  Has  any  similar  condition  been  observed  in  any  of 

the  lower  animals  ? 
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The  President' s  Introductory  Remarhs. 

Gentlemen, — The  design  of  your  Council  in  the  present 
special  discussion  is  rather  to  collect  facts  and  opinions 
than  merely  to  elicit  debate.  We  have  therefore  made  no 
arrangements  for  any  opening  address^  nor  will  it  be  the 
duty  of  anyone  to  sum  up  at  the  conclusion.  A  number 
of  pointed  questions  bearing  upon  the  clinical  history  and 
pathology  of  Graves^s  disease  have  been  printed  and 
distributed  to  all  members  of  the  Society,  and  we  are  now 
met  to  receive  replies  to  them.  The  subject  has  been 
selected,  I  believe,  in  part,  because  of  the  intrinsic  interest 
of  the  disease  in  question,  and,  in  part,  because  it  offers 
common  ground  upon  which  physicians  and  ophthalmo- 
logists can  meet  with  mutual  profit.  I  need  not  remind  you 
in  this  connection  that  although  the  most  numerous  com- 
munications respecting  it  have  been  made  by  physicians, — 
Parry,  Graves,  Basedow,  the  two  Begbies,  Trousseau,  and 
Mackenzie — yet  the  earliest  suggestion — Demours  (1818) 
— was  from  an  ophthalmic  surgeon,  and  some  of  the  most 
valuable — by  Graefe  and  others — have  been  from  observers 
in  our  special  field. 

I  do  not  propose  to  go  seriatim  through  the  list  of 
questions  which  we  have  issued   and  which   is  in   your 
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hands.  I  shall  content  myself  by  a  few  observations  on 
certain  special  points^  and  by  the  production  of  some  items 
of  evidence  from  my  own  case-books. 

Permit  me,  gentlemen,  in  the  first  place,  to  insist  on 
the  great  value  which  attaches  to  all  case-narratives  which 
are  really  complete  ;  that  is  which  conduct  the  patient 
either  to  recovery  or  death.  A  large  majority  of  those  on 
record  are  merely  fragments  ;  published,  in  most  instances, 
not  by  the  practitioner  under  whose  permanent  care  the 
patient  was,  but  by  some  consultant  who  had  seen  the 
case  only  once  or  twice,  and  who  had  no  opportunity  of 
following  it  to  its  termination.*  I  have  no  doubt  that 
many  observers  engaged  in  family  practice  are  cognizant 
of  the  life-history  of  cases  of  this  kind  which  would  be 
of  the  greatest  value  if  placed  on  record,  and  I  hereby 
earnestly  invite  their  co-operation.  Do  the  subjects  of 
Graves's  disease,  after  the  partial  restoration  which  we  know 
so  often  takes  place,  ever  really  regain  good  health  ?  Are 
they  subsequently  liable  to  any  other  manifestations  of 
nervous  susceptibility  ?  Does  the  disease  after  having 
once  subsided,  and  permitted  a  return  to  health,  ever  recur? 

*  I  append  a  brief  statistical  memorandum  of  the  cases  mentioned  by 
Trousseau  and  Morell  Mackenzie  respectively,  in  illustration  of  my  statement 
as  to  the  incompleteness  of  some  of  our  most  valuable  data. 


Dr.  Morell  Mackenzie's  cases, 
'  Clinical  Society's  Transactions,' 
vol.  i,  p.  9. 

Case  I,  F.,  40.     Improving  at  date  of 
report  under  iodide 
and  digitalis. 
II,  F.,  38.     Very  ill  at  date  of 
report. 

III,  F.,  20.     A    completed     case, 

with  autopsy. 

IV,  F.,  26.     Not    a   severe   case, 

although  broncho- 
cele  and  proptosis 
were  present.  A 
fragmentary  note. 


Trousseau's  cases. 
Case  I,  M.,  35.     6  months. 
II,  F.,  38.     4  years. 

III,  F.,  29.     1  mouth. 

IV,  F. 

V,  M.,  14J.  18  months. 
VI,  F.,  32.     11  years. 
VII,  F.,  25.     18  months. 
VIII,  F.,  18.     (The  daughter  of  a 
physician.)    It  lusted  2  yrs., 
and  the  girl  got  ])erfectly 
well,  with  complete  disap- 
pearance of  local  symptoms. 
Cure  by  change  to  a  moun- 
tainous part. 
IX,  F.,  15.     4  years.     Got  well. 
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Do  the  local  symptoms,  especially  the  proptosis,  ever, 
in  the  cases  which  recover,  completely  disappear  ?  These 
and  some  other  questions  of  much  importance  in  reference 
to  this  malady  cannot  be  fully  answered  from  the  facts 
as  at  present  accessible  in  the  various  memoirs  which  have 
been  published  respecting  it. 

As  a  curious  proof  that  a  process  of  natural  selection  is 
at  work  in  assorting  the  cases  which  apply  to  specialists, 
even  when  these  are  all  examples  of  the  same  malady,  we 
have  ophthalmic  surgeons  such  as  Graefe  speaking  as  if 
ulcerations  of  the  cornea  were  an  almost  constant  sym- 
ptom, varying  only  in  degree,  whilst  Trousseau,  to  whom 
patients  came  rather  for  the  constitutional  symptoms,  tells 
us  that  he  has  never  seen  it. 

On  Cases  of  Recovery. 

I  have  had  the  rare  good  fortune  to  see  this  very  morning 
a  gentleman,  a  member  of  our  own  profession,  who  has  made 
a  complete  recovery  from  Graves'  disease.  His  case  is 
published  in  detail  in  the  New  Sydenham  Society's  edition 
of  Dr.  Warburton  Begbie's  Works.  He  consulted  Dr. 
Begbie  in  1872  on  account  of  albuminuria,  and  was  at 
once  recognised  as  being  the  subject  of  proptosis  with 
vascular  bronchocele.  At  this  time  he  was  much  out  of 
health,  with  a  pulse  of  140  per  minute,  and  had  quite 
given  himself  up  as  an  incurable  case.  He  is  to-day  in 
excellent  health,  and  has  for  many  years  been  quite  free 
from  all  symptoms  of  the  two  formidable  maladies  from 
which  he  formerly  suffered.  At  the  time  that  Dr.  Begbie 
published  his  case  he  had  not  seen  him  for  a  long  time, 
though  he  had  heard  by  letter  that  the  symptoms  were 
slowly  declining.  I  am  therefore  especially  fortunate  to 
be  able  to  supply  to-night  the  sequel  of  an  incomplete  and 
most  interesting  case.  Dr.  S —  consulted  me  this  morning 
for  a  surgical  malady  wholly  unconnected  with  his  former 
ailments.  His  eyes  are  not  now  unduly  prominent  and 
there  remains  only  a  very  slight  fulness  in  his  neck.     His 
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carotids  still  pulsate  with  abnormal  sharpness,  and  he  has 
a  very  intermittent  pulse  which  is  easily  quickened.  In 
other  respects  he  is  in  good  health.  The  remedies  under 
which  the  recovery  took  place  in  this  case  were  a  sea 
voyage,  digitalis,  aconite,  bromide  of  potassium,  and  iron. 
It  is  impossible  to  say  which  had  the  larger  share,  but  in 
a  letter  written  to  Dr.  Begbie  by  the  patient  while  at  sea 
there  is  the  following  statement,  ^'  I  find  no  remedy  relieve 
me  so  much  as  bromide  of  potassium  in  20-gr.  doses 
thrice  daily ;  aconite  and  digitalis  do  not  relieve  me 
much.'' 

Dr.  Begbie  has  recorded  another  important  case,  a 
close  parallel  to  the  one  to  which  I  have  just  referred, 
and  in  which  the  patient  also  made  a  perfect  recovery, 
not  only  from  Graves's  disease,  but  from  a  symptom  which 
had  been  supposed,  though  erroneously,  to  imply  Bright's 
disease.  A  peculiarity  of  the  albuminuria  in  these  cases 
was  that  the  albumen  was  present  only  after  meals.  Dr. 
Begbie  attaches  considerable  importance  to  this  symptom, 
and  it  is  certainly  desirable  that  it  should  be  investigated 
more  frequently  in  Graves's  disease.  Both  these  patients 
were  males,  and  in  both  the  urine  was  frequently  examined 
by  Dr.  George  Johnson  as  well  as  by  Dr.  Begbie.  I  must 
commend  this  interesting  part  of  the  inquiry  to  the  medical 
members  of  this  Society. 

I  cannot  leave  these  cases,  which  are  examples  of  com- 
plete recovery,  without  adverting  to  the  fact  that  several 
authorities  hold  that  when  Graves's  disease  occurs  in  men  it 
is  of  more  serious  import  than  when  women  are  its  subjects. 
Thus  Graefe  considered  that  in  men  it  advanced  much 
more  rapidly,  and  more  frequently  ended  in  death.  It 
will  be  of  great  interest  to  know  whether  the  experience 
of  this  meeting  confirms  this  impression ;  the  patients  in 
the  two  cases  of  complete  recovery  which  I  have  just  men- 
tioned were  both  males.  Again,  as  regards  the  difference 
of  the  disease  in  the  two  sexes,  and  the  statements  of  authors 
thereupon,  I  find  in  Niemeyer  the  assertion  "  that  men  who 
are  affected  are  usually  somewhat  advanced  in  life,  while 
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in  women- it  usually  occurs  during  youth.^'  If  I  were  to 
quote  my  own  experience  I  should  have  to  say  that  I  have 
never  once  seen  Graves's  disease  in  a  man  advanced  in  life, 
that  the  two  oldest  subjects  that  have  been  under  my  care 
have  both  been  women,  and  that  the  youngest  patient  in 
any  case. which  I  can  find  recorded  was  a  boy.  It  is  clear 
that  on  a  subject  on  which  such  discrepancies  of  experi- 
ence are  possible,  we  need  collective  investigation,  and  that 
there  is  room  for  work  of  the  kind  which  this  meeting 
proposes  to  undertake. 

I  have  known  several  cases  of  recovery  in  women,  but 
unfortunately  have  not  often  been  able  myself  to  verify 
the  fact.  I  will  venture  to  read  the  particulars  of  one  in 
which  I  did  so,  and  which  is  of  additional  interest  from 
the  fact  that  at  one  time  it  seemed  likely  to  end  fatally. 

Drucilla  H — ,  set.  46,  unmarried,  was  admitted  in 
December,  1871.  She  was  a  thin,  rather  pale  woman  ;  a 
servant.  Her  manner  of  speaking  was  quick,  anxious, 
and  irritable,  although  she  was  naturally  good-tempered. 
She  easily  blushed,  and  was  continually  fidgeting  about 
with  her  hands,  taking  up  her  letter,  putting  it  down 
again,  changing  it  from  one  hand  to  the  other,  &c.  Her 
eyes  were  very  prominent,  sufficiently  so  to  make  complete 
closure  of  the  lids  difficult  if  not  impossible.  Her  external 
carotids  pulsated  violently.  The  thyroid  body  was 
decidedly,  but  not  greatly,  enlarged,  the  enlargement 
being  almost  symmetrical.  It  was  doubtful  whether  the 
gland  itself  pulsated,  but  it  was  very  readily  lifted  by  the 
large  arteries  about  it. 

She  did  not  give  a  very  clear  histoiy  of  the  commence- 
ment of  her  symptoms  ;  but  it  seemed  most  likely  that  the 
enlargement  of  the  neck  and  the  prominence  of  eyes  began 
at  about  the  same  time,  three  or  four  months  before  she 
came  under  observation.  The  catamenia  had  always  been 
scanty,  but  had  been  unusually  so,  and  also  irregular  for 
several  months  before  she  was  seen. 

On  March  30th,  1872,  my  notes  state  that  she  had 
taken  the  perchloride   of  iron  regularly.      Her   condition 
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was  decidedly  worse ;  the  eyes  were  more  prominent,  she 
had  lost  flesh,  and  the  heart's  action  was  rapid  and  irritable 
• — a  symptom  from  which  she  had  not  suffered  before  she 
came  to  the  hospital.  The  pulsation  of  the  arteries  in  the 
neck  was  communicated  to  the  superficial  veins.  In 
January  she  suffered  much  from  sickness  coming  on  every 
morning  and  lasting  till  about  one  o'clock. 

After  this  she  was  admitted  into  the  London  Hospital, 
and  there  became  so  ill  that  we  feared  she  would  die. 
She  lost  flesh  greatly.  At  length,  however,  under  a  mixed 
and  varied  treatment  she  gradually  improved  in  all  respects 
and  became  fairly  well  about  the  end  of  1872,  but  con- 
siderable proptosis  still  remained. 

In  April,  1874,  I  saw  her  again;  she  was  now  nearly 
well.  The  proptosis  was  nearly  gone,  bronchocele  much 
reduced,  and  palpitation  almost  none.  Her  general  health 
was  now  good. 


Questions    of    Treatment.      Difficulty  of  forming  confident 
Opinions  as  to  the  effect  of  Remedies. 

I  am  in  great  difficulty,  and  I  expect  that  many  of  those 
who  speak  to-night  will  be  obliged  to  express  a  similar 
opinion,  as  regards  any  conclusions  as  to  the  results  of 
treatment  in  the  cases  which  have  been  under  my  care. 
These  cases  are  often  so  protracted,  and  at  the  same  time 
so  urgent,  that  we  are  obliged  to  try  a  variety  of  remedies 
without  being  able  to  put  strong  faith  in  any.  I  have 
used  aconite,  digitalis,  iron,  and  bromide  of  potassium  ; 
and  in  different  cases,  and  in  different  stages  of  the  same 
case,  I  have  believed  or  fancied  that  great  benefit  was 
obtained  from  one  or  other  or  from  all  of  these.  My  ex- 
perience has  of  course  been  special,  since  all  my  patients 
came  to  me  as  "  eye  cases."  it  has  also  been  very  frag- 
mentary, as  in  but  few  instances  have  I  been  able  to  follow 
the  case  to  its  end.  I  know,  however,  respecting  several 
that  recovery  did  in  the  end  take  place.  In  one  case  in  a  lady 
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of  fifty-six,  tlie  surgeon  who  watched  the  patient  in  the 
country  (I  saw  her  only  once,  and  when  the  disease  was  at 
its  height)  was  very  certain  that  the  remedy  which  cured 
was  aconite.  This  drug  was  given,  first  in  doses  of  5  minims 
every  four  hours,  but  subsequently  increased  until  the  dose 
reached  20  minims.  Various  other  remedies  had  been 
tried  previously,  but  with  no  good  result. 

Dr.  Begbie  records  his  experience  that  the  most  bene- 
ficial treatment  is  that  suited  to  repair  the  condition  of 
the  blood — good  diet,  salts  of  iron,  &c.  He  speaks  favor- 
ably also  of  belladonna  both  internally  and  externally. 

Dr.  Bullar,  of  Southampton,  has  recorded  two  cases,  of 
which  he  says,  "  Both  were  benefited  by  iodide  of  potas- 
sium internally,  and  iodine  externally,  but  in  both  cases 
the  chief  point  in  removing  the  pulsation  was  by  impi'oving 
the  general  health,  in  one  case  by  relieving  great  general 
debility  by  tonics,  fresh  air,  &c.,  and  in  the  other  by 
diuretics,  removing  dropsical  effusion  and  venous  ple- 
thora.'^    (See  footnote,  page  35.) 

As  regards  the  local  treatment  of  the  eyes,  and  the  pre- 
vention of  ulceration  of  the  cornea,  my  experience  would  lead 
me  to  attach  the  very  greatest  importance  to  the  applica- 
tion of  cold.  I  have  never  had  under  my  own  personal 
observation  a  case  in  which  the  eye  was  lost,  but  I  have 
seen  several  instances  of  this  deplorable  result  some  time 
after  the  event. 

In  our  own  '  Transactions  '  I  have  recorded  a  very  pecu- 
liar case  which  occurred  in  the  person  of  a  Hindoo  barrister 
in  which  one  eye  had  been  lost  by  proptosis  (an  operation 
had  been  performed)  and  the  other  was  threatened,  and  in 
which  the  use  of  ice  seemed  to  be  the  chief  means  by  which 
the  second  eye  was  saved.  Iodide  of  potassium  and  mercury 
were  also  given.  The  condition  was  not  accompanied  by 
bronchocele,  but  by  enlargement  of  the  lachrymal,  parotid 
and  some  of  the  lymphatic  glands,  with  tendency  to  diffuse 
lipoma.  It  thus  differed  from  the  typical  form  of  Graves' 
disease. 
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Questions  as  to  Geographical  and  Racial  Prevalence. 

Let  me  here  note  as  a  matter  upon  wliicli  facts  are 
mncli  wanted,  tlie  geographical  and  race-distribution  of 
the  malady.  Observers  resident  in  foreign  parts  will  do 
good  service  by  recording  their  experience  in  this  matter. 
No  one  has  as  yet,  I  believe,  published  anything  which 
would  lead  us  to  believe  that  any  of  the  lower  animals 
suffer  from  any  cognate  malady.  Does  it  occur  among 
such  races  as  the  Negroes,  Chinese,  or  Maories  ?  No 
doubt,  respecting  these,  some  facts  have  already  been  re- 
corded, but  we  still  need  more  accurate  information  as  to 
relative  race-prevalence.  The  same  remark  applies  to  the 
influence  of  locality  and  climate.  It  is  precisely  one  of 
those  maladies  which  we  might  have  believed  likely  to  be 
influenced  by  place  of  residence.  Does  it  occur  in  moun- 
tainous regions  ?  Does  it  ever  happen  to  those  living  on 
the  sea,  to  fishermen,  sailors,  &c.  ?  Does  removal  of  the 
patient  to  the  sea,  or  to  mountain  air  exercise  any  good 
influence  on  the  progress  of  the  malady  ?  I  repeat  that 
so  far  as  our  knowledge  of  its  nature  extends,  we  might 
y,.  anticipate  more  benefit  from  change  of  air  than  from 
V  drugs.  But  we  want  facts,  and  we  want  them  in  detail 
and  in  abundance.  Permit  me  again  to  invoke  the  co- 
operation of  the  profession  in  all  parts  of  the  world. 


Conjectures  as  to  Cause. 

In  the  present  state  of  our  facts  we  can  scarcely  be 
said  to  be  able  to  offer  any  legitimate  conjecture  as  to  the 
cause  of  this  disease.  The  more  wide  our  acquaintance 
with  the  literature  of  the  subject,  the  less  will  be  our  trust 
in  our  own  individual  impressions  on  this  matter.  A  lyrima 
facie  view  of  the  subject  would  probably  lead  most  of  us 
to  connect  it  definitely  with  the  influence  which  various 
derangements  of  the  sexual  system  exercise  over  the  ner- 
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vous  organisation.  There  are,  however,  even  in  reference 
to  this,  some  very  contradictory  facts.  One  ratlier  start- 
ling one  I  shall  have  to  mention  presently. 


Associatioi    of    the    Disease    with  Disturbances  of    8exual 
Health;    G as e  which  began  during  Pregnancy. 

Almost  every  author  who  has  written  on  Graves's  disease 
has  been  struck  with  the  fact  that  some  derangement  of 
the  sexual  functions  is  almost  always  coincident  with 
the  condition.  Thus  Trousseau  wi-ites  that  almost  all  the 
women  who  suffer  from  it  have  amenorrhoea,  and  that  a 
favorable  issue  from  the  malady  cannot  be  hoped  until 
that  function  is  restored.  The  great  preponderance  of  the 
disease  in  women  ;  its  rarity  in  the  married  ;  its  prepon- 
derating frequency  in  the  young  of  both  sexes ;  and  the 
asserted  fact  that  it  never  develops  during  pregnancy,  all 
seem  to  support  the  belief  that  there  is  some  connection 
between  the  sexual  function  and  the  malady  in  question. 
I  much  doubt  whether  this  inference  is  justified,  and 
whether  the  disturbance  of  sexual  health,  which  is  most 
undoubtedly  witnessed  in  almost  all  cases,  is  not  to  be 
regarded  rather  as  a  concomitant  result  of  nervous  distur- 
bance than  as  the  cause  of  the  rest  of  the  malady.  In  a 
case  which  came  under  my  own  observation,  and  which 
was  of  very  painful  interest  from  the  fact  that  both  eyes 
were  already  absolutely  lost,  the  patient  was  a  woman  of 
twenty-five,  who  had  been  twice  married,  and  who  had 
already  borne  several  children.  In  her,  contrary  to  the 
recorded  experience  of  all  authors,  the  symptoms  had 
actually  commenced  during  pregnancy.  Her  youngest 
infant  was  fourteen  months  old  when  I  saw  her,  and  the 
proptosis  had  first  been  noticed  four  months  before  her 
confinement.  She  had  suckled  this  child  for  a  year,  and 
during  the  whole  of  this  time  her  symptoms  had  continued. 
Her  bronchocele  was  of  considerable  size,  and  the  eyes 
had  been  pushed  out  of  the  orbits,  so  that  they  could  not 
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be  covered  by  the  lids,  and  in  tliis  condition  her  cornese 
Lad  ulcerated  and  become  wholly  opaque. 


On  Special  Symptoms  and  Order  of  their  Developm,ent. 

I  will  now  proceed  to  make  a  few  remarks  as  to  the 
order  of  development  of  symptoms  and  their  special  value. 

It  seems  well  established  that  palpitation  usually  occurs 
before  the  bronchocele.  Trousseau  considers  that  the 
latter  is  much  more  certain  to  show  itself  in  women  than 
in  men^  and  that  it  will  occur  earlier  in  females. 

Ti'ousseau^s  second  case,  Me.  X — ,  set.  38,  is  an  example 
of  symmetrical  exophthalmos  persisting  for  more  than  four 
years,  attended  by  emaciation,  amenorrhcea,  palpitation, 
and  disorder  of  appetite,  but  without  bronchocele. 
"  There  was  no  trace  of  goitre  ;  the  throat  on  the  contrary 
was  markedly  thin.^'  In  this  case  there  had  been  daily 
remissions  of  fever  for  a  whole  year  ;  the  fever  coming 
on  at  night  and  lasting  till  morning,  She  had  had  violent 
pains  in  the  head  and  distressing  want  of  sleep,  but  no 
sense  of  throbbing  in  the  neck  or  head.  The  exoph- 
thalmos had  begun  a  few  months  after  the  fever  set  in  and 
before  the  palpitation. 

GrRABPE^s  SIGN. — One  of  the  most  curious  symptoms  was 
noticed,  I  believe,  first  by  Graefe.  It  consists  in  a  derange- 
ment of  the  relations  between  the  sensory  and  motor  nerves 
of  the  eyeball  and  orbit.  All  are  aware  that  if  a  healthy 
person  looks  upwards  or  downwards,  however  suddenly,  his 
lids  will  move  instinctively  in  correspondence  with  his 
eye  ;  thus,  if  the  globe  passes  upwards  the  upper  lid  will 
without  effort  or  even  consciousness  on  his  part  be  elevated 
out  of  the  way.  If  the  cornea  be  irritated  his  eyelids 
will  try  to  close  so  as  to  protect  it  from  irritation.  These 
associated  movements  of  the  lids  are  to  a  great  extent 
lost  in  Graves^s  disease.  At  the  stage  when  considerable 
proptosis  has  been  produced  it  might  easily  be  supposed 
that  tlie  mere  prominence  of  the  eyeball  by  its  distension 
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of  tlie  lids  Lad  limited  their  movements,  Graefe,  how- 
ever, assures  us  that  this  is  not  all,  and  states  that  the 
symptom  in  question  is  one  of  the  earliest  present  and  that  it 
makes  its  appearance  before  any  material  degree  of  prop- 
tosis  is  noticed,  Tlie  upper  lid  is  the  part  chiefly  involved, 
and  it  is  usually  permauently  somewhat  elevated.  Thus, 
the  palpebral  fissure  is  wider  than  normal.  You  must 
note  that  all  that  is  lost  is  the  reflex  or  instinctive  func- 
tion ;  the  patient  can  still  call,  by  his  will,  the  idle  muscles 
into  action,  and  can  either  shut  or  open  his  eye  as  much 
he  desires,  the  limit  to  shutting  being  the  degree  of  prop- 
tosis.  There  is  no  real  paralysis  either  of  the  levator 
palpebra3  or  of  the  orbicularis,  but  neither  of  these  muscles 
act  easily,  either  contract  or  relax,  unless  the  patient 
sends  an  order  to  them  through  the  nerve-fibrils  which 
are  in  connection  with  his  brain  and  under  the  influence 
of  his  will.  It  will  be  seen  that  this  statement  suggests 
that  there  are  two  sets  of  fibres,  one  for  associated  or  reflex, 
and  the  other  for  volitional  movements.  Or  it  may  be 
that  defect  is  in  the  incident  exciter  fibrils,  those  which, 
passing  from  the  eyeball  or  its  muscles  to  the  centres,  give 
notice  to  the  associated  motor  nerves  that  the  eyeball  is 
about  to  move  and  that  it  is  desirable  that  the  lids  should 
move  also. 

This  would  amount  to  a  species  of  anassthesia  of  the 
eyeball.  It  seems,  however,  certain  that  mere  anaesthesia 
will  not  account  for  the  phenomenon,  for  although  some- 
times the  front  of  the  eye  appears  to  have  only  defective 
sensation  yet  it  never  wholly  loses  it,  and  Graefe  tells  us 
that  he  has  known  cases  in  which  irritation  of  the  cornea 
with  a  feather  caused  the  patient  pain  but  still  did  not 
provoke  winking, 

Graefe  held  that  this  symptom  is  to  a  considerable 
extent  independent  of  the  causes  which  influence  the 
proptosis,  for  it  is  sometimes  present  before  proptosis  com- 
mences, and  it  has  been  observed  to  pass  off  under  treat- 
ment when  the  proptosis  persisted, 

I  have  described  this  symptom  in   some  detail  because 
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it  is  one  of  great  physiological  importance  and  of  special 
interest  to  this  Society.  Its  explanation  would  probably 
give  us  a  clue  to  the  real  nature  of  the  malady.  Let  me 
repeat  that  it  is  a  condition  of  staring  eye  independent 
of  prominence  of  globe  and  due  to  persistent  elevation  of 
the  upper  lid. 

I  shall  listen  with  much  interest  to  the  statements  made 
by  those  who  speak  this  evening  in  reference  to  the  value 
of  this  symptom  which  is  now  so  well  known  as  "  Graefe's 
Sign.'^* 

On  hicomplete  Cases. 

It  is  of  some  interest  to  note  that  the  affection  to  which 
Dr.  Graves  more  especially  drew  attention  was  not  goitre 
with  protrusion  of  eyeballs^  but  goitre  with  palpitation. 
In  a  single  case  only,  at  the  end  of  his  lecture,  he  mentions 
that  the  lady's  "  eyeballs  were  apparently  enlarged."  He 
begins  his  allusion  to  the  subject  thus  :  ''  I  have  lately  seen 
three  cases  of  violent  and  long-continued  palpitation  in 
females,  in  each  of  which  the  same  peculiarity  presented 
itself,  viz.  enlargement  of  the  thyroid  gland.  The  size  of 
this  gland,  at  all  times  considerably  greater  than  natural, 
was  subject  to  remarkable  variations  in  every  one  of  these 
patients." 

After  describing  the  symptoms  in  these  cases  Dr. 
Graves  proceeds  to  discuss  the  question  as  to  whether  the 
globus  hystericus  may  not  sometimes  be  due  to  sudden 
enlargement  of  the  thyroid  in  connection  with  palpitation, 
and  states  that  several  good  observers  have  assured  him 
that  a  perceptible  degree  of  fulness  did  really  occur  during 
the  hysteric  paroxysms.  There  is  no  mention  of  proptosis 
in  these  cases. 

Dr.  Begbie's  view,  as  to  the  sequence  of  the  symptoms,  is 
that,  first  there  is  blood-impoverishment  from   any  cause 

*  This  sjMTiptom  of  staring  eye  is  seen  as  part  of  the  physiognomy  of 
tetanus,  but  it  is  tlien  in  association  with  spasmodic  elevation  of  the  eyebrow 
and  skin  of  forehead,  and  is,  jjcrhaps,  due  rather  to  tlie  occiijlto  frontalis  than 
to  the  levator  palpebraj. 
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(uterine  heemorrliagej  liaomorrlioids,  leucorrlicBa,  diarrhoea, 
&c)  ;  second,  cardiac  and  vascular  excitement  ;  third, 
enlargment  of  the  thyroid,  and  fourth,  protrusion  of 
eyeball. 

We  have  seen  that  Dr.  Graves's  attention  was  first 
attracted  to  cases  in  which  only  two  of  the  symptoms  were 
present  :  palpitation  with  bronchocele.  These  probably 
are  the  commonest  of  those  in  which  one  of  the  three 
characteristic  symptoms  is  omitted.  Now  and  then, 
however,  a  case  occurs  in  which  the  bronchocele  is  entirely 
absent  whilst  the  proptosis  is  considerable,  and  in  a  few 
cases  also  the  patient  is  not  conscious  of  any  abnormal 
palpitation.  Probably  there  are  a  great  many  incomplete 
cases  in  which  palpitation  is  almost  the  only  symptom. 
Both  Trousseau  and  Tessier  have  paid  special  attention  to 
these  incomplete  cases.* 

Graefe  expresses  the  opinion  that  cases  are  not  rare  in 
which  the  only  symptoms  of  this  affection  in  women  are 
rapid  action  of  the  heart  without  hypertrophy  or  valvular 
disease  and  defective  mobility  of  the  lid. 

Difference  in  fulness  between  carotid  and   radial  pulse 

*  Dr.  Bullar,  of  Soutliamptou,  iu  1861  recorded  two  eases  iu  the  '  Medico- 
Cliirurgical  Transactions '  (vol.  xliv).  In  both  the  throbbing  of  the  enlarged 
thyroid  was  such  that  Dr.  B\illar  writes  of  them  under  the  name  of  "  pulsat- 
ing bronchocele."  The  subject  of  his  first  ease  was  a  gentleman  who  suffered 
from  great  debility,  rheumatic  pains,  constipation,  a  quick  pulse,  and  over- 
action  of  the  heart.  These  symptoms  had  followed  over-fatigue  in  hunting. 
He  was  forty-five  years  of  age,  of  fair  complexion  and  nervous  temperament. 
His  eyes  became  prominent  at  the  same  time  that  his  thyroid  enlarged.  Under 
a  tonic  regimen,  with  small  doses  of  iodide  of  potassium,  his  strength  improved, 
and  he  got  quite  rid  of  the  pulsation  of  the  thyroid.  Ultimately  only  a  small 
hard  enlargement  of  the  right  lobe  remained.  His  general  health  was  good, 
but  there  was  still  undue  prominence  of  the  eyeballs. 

Dr.  BuUar's  second  patient  was  a  woman  aged  fifty-two,  of  fair  complexion, 
in  whom  bronchocele  began  to  develop  at  the  age  of  fifty,  when  she  ceased  to 
menstruate.  She  was  the  subject  of  disease  of  the  mitral  valve  and  dropsy. 
There  was  strong  pulsation  in  the  arteries  of  the  neck,  and  her  eyeballs  were 
much  protruded.  She  was  believed  to  have  suffered  from  syphilis.  Under 
diuretics,  steel,  and  iodine,  she  greatly  improved ;  the  bronchocele  ceased  to 
pulsate  and  became  much  diminished  in  size.  The  eyeballs  continued  pro- 
minent, but  less  so  than  at  first. 
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is    a    symptom    wbich    has    attracted    the    notice    of    all 
observers. 

Cerehral  macula. — Trousseau  states  that  "  if  the  epi- 
dermis in  these  patients  be  slightly  irritated,  after  two 
seconds  a  most  beautiful  red  stain  is  seen  which  lasts 
nearly  a  minute."  To  this  symptom  he  gives  the  term 
cerebral  macula,  and  adds,  "  I  can  hardly  believe  that 
there  is  not  in  this  case  very  marked  asthenia  of  the 
vaso-motor  nerves,  in  consequence  of  which  the  capillaries 
dilate  rapidly,  easily,  and  persistently,  under  the  influence 
of  the  slightest  irritation,  just  as  happens  in  cerebral  fever 
and  in  some  ataxic  cases  of  typhoid  fever," 

Proportion  of  the  Sexes  and  Relative  Amount  of  Banger 
to  the  Cornea  in  them. 

Trousseau  writes  :  "  Graves's  disease  is  pretty  common  in 
women,  but  is  relatively  rare  in  men.  Of  fifty  cases  col- 
lected by  Withuisen,  only  eight  occurred  in  males." 

Graefe  considered  that  danger  to  the  cornea  was  espe- 
cially great  in  men.  As  I  have  already  stated,  I  have 
never  seen  a  man  who  was  blind  in  connexion  with  Graves's 
disease,  but  I  have  seen  at  least  three  women.  Of  one  of 
these  latter  I  will  briefly  mention  the  particulars. 

A  very  pale  young  woman  was  brought  one  day  to  the 
Ophthalmic  Department  of  the  London  Hospital  quite  blind 
from  destruction  of  both  corneas,  and  with  the  remains  of  the 
eyeballs  not  sunken  in  the  orbits,  but  protruding  so  that 
she  could  not  close  her  eyelids.  Such  an  unusual  condition 
of  things  at  once  attracted  my  attention,  and  I  found  that 
her  thyroid  gland  was  much  enlarged,  and  that  she  had  a 
very  rapid  irritable  pulse.  She  had  in  fact  the  conjunc- 
tion of  the  thi'ee  symptoms  mentioned :  prominence  of 
eyeballs,  bronchocele,  and  irritable  heart.  On  inquiry  as 
to  the  history  we  found  that  her  illness  had  begun  four 
months  ago,  that  her  eyeballs  had  been  ejected  from  their 
sockets,  and  that  the  corneas  had  sloughed  in  consequence. 
Our  patient's  age  was  twenty-one,  she  was  unmarried  and 
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until  the  date  given  slic  had  been  in  good  health.  The 
bronchocele  was  of  recent  development  and  had  commenced 
at  the  same  time  as  the  eyes  became  prominent. 

Conclusion. 

Here,  gentlemen,  I  must  bring  to  a  close  the  somewhat 
discursive  remarks  with  which  I  have  ventured  to  intro- 
duce this  discussion.  I  shall  listen  with  extreme  interest 
to  the  valuable  statements  of  fact  which  will,  I  am  sure, 
follow.  Graves's  disease  appears  to  me  to  be  of  the  utmost 
importance,  not  only  on  its  own  account,  but  as  what  we 
may  call  a  type-malady.  It  is  the  most  definite  and  striking 
example  which  we  can  find,  of  a  severe  and  protracted 
malady,  which,  despite  its  severity  and  persistence,  has  yet 
a  natural  tendency  to  recovery.  If  the  patient  can  survive 
for  a  certain  time  apparently  the  recovery  is  a  matter  of 
course.  We  have  no  cases  which  are  indefinitely  progres- 
sive. In  this  featui'e  it  differs  in  a  most  striking  manner 
from  such  maladies  as  ataxy  and  bulbar  paralysis  which  are 
slowly  but  surely  aggressive,  and  from  whicb  we  have  no 
true  recovery.  We  must  believe  that  Grraves's  disease  is  a 
disorder  of  function  and  not  caused  by  organic  change, 
and  as  such  it  is,  I  repeat,  a  very  remarkable  type- malady. 
It  would  be  out  of  place  were  I  to  attempt  now  to  specify 
or  describe  the  other  diseases  which  ought  probably  to  be 
placed  in  the  same  group.  I  must  now  leave  the  whole 
subject  in  your  hands. 


Cases  of  Graves's  Disease. 
By  J.  S.  Bristowe. 


The  communication  which  I   venture   to    make   to  the 
Society    this    evening  is  not   based    upon   an  exhaustive 
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review  of  my  experience  of  exoplitlialmic  goitre,  but  is 
limited  to  an  account  of  several  cases  which  have  pre- 
sented special  points  of  intei-est,  and  of  which  I  had 
already  prepared  th.e  more  important  for  publication, 
before  I  was  aware  of  the  intention  of  the  Ophthalmo- 
logical  Society  to  devote  an  evening  to  the  discussion  of 
the  subject. 

The  causes  to  which  attacks  of  exophthalmos  are  attri- 
buted are  generally  somewhat  vague.  In  a  case,  however, 
which  I  have  recently  seen,  the  cause  appeared  to  be  very 
definite.  The  patient  was  an  unmarried  lady,  about 
forty  years  of  age,  a  person  of  active  mind  and  habits, 
and  who  had  enjoyed  excellent  health  until  August  last. 
One  day,  early  in  that  month,  she  was  driving  about  for 
some  hours  in  an  open  chaise.  It  was  a  very  cold  windy 
day,  and  she  suffered  severely  from  the  cold.  Her  illness 
dated  from  that  drive.  Since  then  she  has  suffered  from 
rapid  beating  of  the  heart,  shortness  of  breath,  and  slight 
oedema  of  the  ankles.  Moreover,  instead  of  being,  as  she 
was  previously,  quiet,  self-possessed,  and  of  a  placid  dis- 
position, she  has  been  restless,  fidgety,  and  irritable  in 
temper.  The  catamenia  had  been  absent  since  Chi'istmas. 
She  was  a  spare  woman,  with,  an  abrupt,  jerky  manner  of 
acting  and  speaking,  and  a  look  of  anxiety,  whicb  I  am 
told  were  quite  unnatural.  There  was  no  visceral  disease 
that  I  could  discover,  but  her  heart  was  beating  at  the 
rate  of  140  in  the  minute,  regularly,  and  without  murmur. 
There  was  no  protrusion  of  the  eyeballs  ;  but  I  remarked 
that  I  occasionally  saw  the  sclorotics  above  the  corneaa 
when  she  was  moving  her  eyes.  The  symptoms  pointed, 
I  thought,  to  early  Graves's  disease.  And  this  view  Avas 
confirmed  when,  on  examining  the  neck,  I  found  a  small 
goitre,  which  had  hitherto  been  wholly  overlooked. 

I  have  not  had  the  opportunity  of  watching  many  cases 
of  Graves's  disease  throughout  their  whole  course  and  o£ 
observing  what  ultimately  becomes  of  those  cases  of  which 
I  have  seen  the  beginnings.  I  know  at  the  present  time 
two  ladies,  between  twenty-five  and  thirty  years   of  age. 
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who  have  suffered  from  the  affection  for  several  years, 
with  all  its  characteristic  sym])toms,  whose  condition 
varies  as  it  so  often  does,  but  who  are  certainly  no  worse 
at  the  end  of  five  or  six  years  than  they  were  when  I  first 
saw  them.  About  five  or  six  years  ago  a  medical  friend 
of  mine  in  the  country  brought  his  daughter,  who  was 
then  a  pupil  at  one  of  the  high  schools  for  girls  in 
London,  to  see  me  on  account  of  the  recent  development 
of  obvious,  but  slight,  exophthalmos.  There  were  pi'o- 
trusion  of  eyeballs,  enlarged  thyroid  and  palpitation.  He 
removed  her  from  school  in  London,  and  subsequently  I 
heard  that  the  girl  had  recovered.  I  wrote  to  him  a  few 
days  ago  in  regard  to  her,  and  he  sent  me  the  following 
reply  :  "  My  daughter  is,  I  am  glad  to  say,  quite  well. 
When,  however,  she  gets  a  little  out  of  sorts  there  is  a 
tendency  to  protrusion  of  the  eyeballs  with  a  little  ful- 
ness of  the  neck.''  He  added,  later  in  the  letter,  the 
daughter's  own  account  of  herself,  "I  have  palpitation- 
when  I  run  upstairs  very  fast,  and  my  mother  says  she 
sometimes  notices  that  my  eyeballs  look  a  little  fuller  than 
usual,  but  my  neck  is  all  right,  although  I  think  it  is 
perhaps  naturally  a  little  larger  than  most."  The  girl  in 
fact  is  practically  well. 

About  three  years  ago  I  was  consulted  in  the  case  of  a 
single  lady,  about  forty  years  of  age,  who  for  three  months 
had  been  suffering  with  severe  palpitation  and  irregular 
action  of  heart,  shortness  of  breath,  which  prevented  her 
from  taking  any  kind  of  exercise,  and  diarrhoea,  and  was 
evidently  exceedingly  ill.  She  had  a  dark,  or  dead-leaf, 
tint  of  face,  especially  round  the  eyes  ;  the  eyelids  were 
strongly  wrinkled,  as  though  they  had  been  previously 
either  cedematous,  or  at  any  rate  on  the  stretch ;  and  the 
eyes  seemed  to  me  slightly  prominent.  I  discovered  a 
small  but  quite  obvious  goitre.  The  heart  appeared  to 
be  dilated  ;  its  action  was  rapid  and  irregular,  but  free 
from  murmur,  and  there  was  visible  pulsation  in  the  cer- 
vical arteries  and  veins.  The  case  was  not  brought  to  me 
as   one  of   Graves's  disease,  but,  on  inquiry,    I  came   to 
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the  conclusion  tliat  tlie  patient  had  been  suffering-,  off  and 
on  for  sixteen  years  at  least,  from  that  affection  ;  that  of 
late  years  she  had  greatly  improved ;  but  that  for  the  last 
two  years  she  had  been  again  ailing  more  or  less  with 
diarrhoea  and  sickness  and  shortness  of  breath.  As  stated 
above,  her  extreme  illness  was  of  only  three  months'  dura- 
tion. She  was  taken  to  the  south  coast,  and  was  treated 
medicinally  with  digitalis  and  iron.  I  heard^  at  the  end 
of  about  eight  months,  that  she  had  improved  remark- 
ably ;  that  at  that  time  her  complexion  was  more  healthy, 
that  she  had  very  little  palpitation,  and  that  she  was  able 
to  take  long  walks,  and  even  to  run  upstairs.  I  am 
inclined  to  think  that  the  condition  of  this  patient  is  the 
condition  into  which  many  of  the  sufferers  from  exophal- 
thalmos  ultimately  pass  :  namely,  that  the  proptosis  and 
the  goitre  subside  in  a  greater  or  less  degree,  and  the 
palpitation  diminishes ;  while,  nevertheless,  the  patient 
•  remains  delicate,  and  with  the  liability  to  suffer  under 
excitement  or  accidental  ill-health  from  more  or  less  severe 
recurrences  of  palpitation  and  other  symptoms  which 
attend  exophthalmos. 

The  cases  of  chief  interest  which  have  occurred  to  me 
are  four  in  number,  in  all  of  which  death  took  place  ;  in 
one  instance  from  the  direct  effects  of  the  goitre,  in  one 
from  bronchitis,  and  in  two  from  organic  disease  of  the 
heart.  Their  interest,  however,  does  not  lie  in  the  post- 
mortem examinations :  for  in  none  of  them  was  there 
discovered  any  lesion  of  the  nervous  system  to  which  the 
exophthalmos  could  be  attributed ;  the  orbits  presented 
no  definite  condition  of  their  contents  explanatory  of  the 
protrusion  of  the  eyeballs  ;  and  the  goitres,  so  far  as  they 
were  examined,  presented  only  the  ordinary  characters  of 
the  endemic  form  of  the  disease. 

Case  1.  Graves's  disease  followed  hy  ophthalmoplegia 
externa,  hy  right  hemianxsthesia  with  involvement  of  organs 
of  special  sense,  hy  headache,  sickness,  and  persistent  high 
temperature,  and  suhsequently  hy  right  hemiplegia,  epileptic 
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fits,  bleeding  from  the  ears,  Sfc.  ;  death  from  hronchUis ; 
autopsy. — This  case  is  described  at  length  in  the  31st 
number  of  '  Brain.'  It  is  that  of  a  young  woman  who, 
at  the  age  of  twenty,  was  attacked  with  the  ordiuary 
symptoms  of  exophthalmic  goitre,  and  who  thi-ee  years 
later  developed  the  symptoms  of  ophthalmoplegia  externa. 
Two  years  subsequently,  when  she  was  twenty-five  years 
old,  she  was  admitted  into  St.  Thomas's  under  my  care. 
At  this  time  she  had  almost  complete  ophthalmoplegia 
externa,  with  partial  ptosis  and  protuberant  eyeballs,  right 
hemianassthesia  with  colour  blindness  and  loss  of  taste 
and  smell  on  the  same  side,  some  palpitation  and 
dyspnoea,  headache,  and  sickness.  It  was  not  known  at 
that  time  that  she  had  had  Graves's  disease,  and  the  pro- 
trusion of  the  eyeballs  was  attributed  to  the  paralysis  of 
the  ocular  muscles.  The  heart  seemed  healthy,  and  no 
enlargement  of  the  thyroid  body  was  discovered.  She 
remained  in  the  hospital  two  years,  during  which  time 
various  other  symptoms  were  added  from  time  to  time  to 
those  above  enumerated.  Epileptic  fits  came  on,  which 
recurred  every  two  or  three  weeks.  She  became  rigidly 
paralysed  in  the  right  arm  and  leg.  Hgemorrhages  took 
place  in  the  first  instance  from  the  right  ear,  and  later 
from  both.  Moreover,  during  the  whole  duration  of 
her  illness  her  daily  temperature  ranged,  with  only  occa- 
sional exceptions,  from  100°  to  103°,  104°,  or  105°. 
During  her  stay  in  the  hospital  and  previously  she  suffered 
from  time  to  time  from  ulceration  of  the  cornese.  Her 
death  was  due  to  a  sudden  severe  attack  of  bronchitis. 
At  the  post-mortem  examination  the  ocular  muscles  were 
pale ;  the  thyroid  was  slighly  enlarged ;  the  right  side  of 
the  heart  was  relatively  large,  and  a  few  small  granula- 
tions were  present  on  the  auricular  aspect  of  the  mitral 
valve.      No  disease  of  the  nervous  system  was  discovered. 

Case  2.  Graves's  disease  ;  thijroid  body  {especially  right 
lobe)  much  enlarged  and  compressing  trachea;  paroxysmal 
dyspnoia ;   death   during   an   attack. — A.    B — ,  a  married 
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woman,  aet.  30,  was  admitted  under  my  care  on  September 
21st,  1880. 

She  suffered  only  from  tlie  usual  diseases  of  childhood 
up  to  the  time  at  which  her  present  illness  commenced. 
She  had  been  married  six  years,  and  four  years  ago  had 
her  first  and  only  child,  which  died  a  few  hours  after  birth. 
It  was  about  that  time  that  she  began  to  suffer  from 
palpitation  and  that  her  eyes  were  first  observed  to  be 
prominent.  These  conditions  increased  upon  her  during 
the  next  eighteen  months  and  then  her  neck  began  to 
swell.  The  exophthalmos  and  palpitation  (induced  by  the 
slightest  exertion  or  emotion)  have  continued  ever  since  ; 
and  the  goitre  has  progressively  enlarged.  The  cata- 
menia  have  been  irregular  and  scanty  from  the  time  of 
their  first  appearance,  and  wholly  absent  for  the  last  two 
years.  Her  symptoms  have  never  been  aggravated  at  the 
catamenial  periods;  but  she  has  observed  the  neck  to 
enlarge  and  the  eyes  to  become  specially  prominent  when 
she  has  had  a  cold. 

Quite  recently  she  has  suffered  from  fits  of  dyspnoea ; 
and  a  specially  severe  one  occurring  on  the  morning  of 
the  21st  made  her  seek  admission  into  the  hospital. 

She  was  a  thin,  dark-complexioned  woman.  Her  eye- 
balls were  very  prominent,  and  when  she  looked  straight 
forward  the  sclerotics  were  visible  both  above  and  below 
the  cornese.  The  lids  were  not  fully  closed  during  sleep. 
The  sight  was  good,  but  the  eyes  soon  got  tired  of  looking 
at  objects. 

The  thyroid  body  was  much  enlarged,  especially  its 
right  lobe.  It  extended  on  either  side  to  the  posterior 
edo-e  of  the  sterno-mastoid  muscle,  and  thei-e  turned 
upwards  as  far  as  a  line  drawn  from  the  mastoid  process 
to  the  angle  of  the  jaw.  In  the  mid-line  the  swelling 
reached  the  thyroid  cartilage  above  ;  and  the  sternal  notch 
and  clavicles  formed  its  lower  boundary.  The  carotid 
arteries  were  visible,  pulsating  violently,  behind  the 
posterior  limits  of  the  tumour.  The  breath-sounds  were 
markedly   stridulous  ;   but   as    she  lay  in  bed  she  did  not 
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seem  to  suffer  from   any   respiratory   distress.      Her  voice 

was  unaffected. 

The  heart  was  beating  at  the  rate  of  120  in  the  minute. 

Its  action   was    violent,  but   free   from   murmur.        Pulse 

weak.      Sonorous  rhonchi    were   audible   over  the    lung ; 

but  there  was  no  sign  of  important   disease  in  the  lungs, 

and  she  had  no  cough. 

The  tongue  was  clean,  the  appetite  fair.      Urine  sp.  gr. 

1019  free  from  albumen. 

I  saw  her  on  the   day  of   admission,  and  after  careful 

consideration   of  the   case  came   to    the   conclusion    that 

there  was  no  immediate  danger,  and  indeed  thought  her 

symptoms  might  subside  with   the    influence   of   rest   and 

the  avoidance  of  excitement. 

The  next  day  she  was  reported  to  be  decidedly  better. 
But  during  the  night  a  severe  attack  of  dyspnoea  came  on, 
and  her  face  became  much  congested.  The  following 
morning  she  was  again  better,  and  she  continued  fairly 
well  during  the  day.  Towards  night,  however,  the 
breathing  once  more  became  difficult,  and  her  face  livid. 
As  the  symptoms  increased  in  severity,  the  assistant 
surgeon  in  residence  (a  locum  tenens)  was  consulted  by 
the  house  physician  as  to  the  expediency  of  performing 
some  operation  for  the  patient's  relief.  Unfortunately, 
however,  he  decided  that  tracheotomy  could  not  be  per- 
formed on  account  of  the  thickness  of  the  tumour,  and 
that  no  alternative  operation  was  feasible.  The  dyspnoea 
increased,  and  after  much  suffering  the  poor  woman  died 
asphyxiated  at  4  a.m.  on  the  24th. 

During  her  illness  her  temperature  ranged  from  99-2 
to  99-6°. 

Post-mortem  examination. — Body  emaciated.  Brain 
somewhat  congested,  otherwise  healthy.  The  eyes  were 
prominent  after  death  as  they  had  been  before,  but  they 
were  healthy  ;  and  nothing  abnormal  was  found  in  the 
orbits  except  a  distinctly  increased  quantity  of  yellow  fat. 
The  thyroid  body  was  large,  especially  on  the  right  side, 
and  its  superficial  limits  corresponded  with  the  description 
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previously  given,  but  it  was  found  to  surround  the 
trachea  and  oesophagus,  its  lateral  lobes  coming  into  con- 
tact with  one  another  behind  the  latter  tube. 

Case  3.  Graves's  disease;  tliyroid  body  {esi-tecialhj  right 
lobe)  enlarged  ;  compression  of  trachea  with  stridor  ;  disease 
of  aortic,  mitral,  and  tricuspid  valves  ;  removal  of  isthmus 
of  thyroid  followed  by  atrophy  of  the  gland;  death  from 
heart  disease  ;  autopsy. — Julia  H — ,  a  singje  woman,  aet. 
27,  was  admitted  under  my  care  on  the  8th  October, 
1883. 

When  twelve  years  old  she  was  in  St.  Thomas's  Hos- 
pital for  three  months  with  chorea,  of  which  she  got  well, 
and  never  had  any  recurrence.  Six  years  ago  she  began 
to  complain  of  palpitation  and  shortness  of  breath,  which 
symptoms  have  much  increased  of  late.  About  twelve 
months  before  admission,  enlargement  of  the  throat  was 
first  observed,  and  a  little  later  the  eyes  began  to  get 
prominent.  She  has  had  a  winter  cough  for  years,  and 
for  some  months  has  been  very  liable  to  attacks  of  syncope 
and  of  dyspnoea.  She  has  also  complained  occasionally  of 
difficulty  of  swallowing.  The  catamenia  have  been  absent 
for  five  months. 

She  is  a  thin,  pallid,  fragile-looking  creature,  complain- 
ing of  pain  in  the  loins,  weakness,  and  palpitation.  The 
eyes  are  extremely  prominent,  and  the  whites  are  visible 
above  the  cornese,  but  the  lids  can  be  closed,  though  with 
an  effort.  The  left  conjunctiva  is  congested,  and  the 
pupils  are  unequal ;  but  in  other  respects  the  eyes  are 
healthy.  A  large,  hard,  and  somewhat  irregular  goitre 
occupies  the  front  and  sides  of  the  neck,  from  the  pomum 
Adami  above  to  the  sternum  below,  and  to  beyond  the 
posterior  margins  of  the  sterno-mastoids  behind,  which 
muscles  are  stretched  over  it.  The  right  lobe  is  larger 
than  the  left,  and  displaces  the  trachea  slightly  to  the 
left,  and  the  lobes  are  united  by  an  isthmus,  the  vertical 
diameter  of  which  measures  about  an  inch.  There  is  no 
pulsation  in  the  tumour,  but   the   veins    in    the    neck  are 
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largely  dilated^  and  pulsate  distinctly.  The  goitre  not 
only  displaces  but  compresses  the  trachea ;  for  though 
she  does  not  complain  at  present  of  dyspnoea^  her  breath- 
ing is  distinctly  stridulous/ especially  when  it  is  hurried 
or  deep.  The  prascordial  dulness  is  somewhat  extended, 
and  there  is  visible  pulsation  in  the  left  third,  fourth,  and 
fifth  interspaces,  and  in  the  right  fourth.  The  apex, 
however,  beats  in  its  normal  situation.  A  diastolic  aortic 
murmur  is  audible  over  the  whole  of  the  prEecordium  ; 
but  it  is  most  distinct  and  somewhat  musical  in  the  aortic 
area.  There  is  a  soft  systolic  murmur  at  the  apex,  which 
can  also  be  heard  in  the  axilla.  And  to  the  left  side  of 
the  lower  extremity  of  the  sternum  a  dull,  booming  sys- 
tolic murmur  can  be  heard,  which  diminishes  in  loudness 
both  towards  the  base  of  the  heart  and  towards  the  true 
apex,  where  the  mitral  murmur  becomes  distinct.  The 
house  physician  who  examined  the  patient  at  another  time 
states  that  he  also  heard  a  well-marked  presystolic  mitral 
murmur.  Pulse  regular,  but  quick  (about  130),  feeble 
and  jerky.  There  is  no  sign  of  pulmonary  affection.  The 
urine  has  a  sp.  gr.  of  1020,  presents  a  trace  of  albumen, 
and  contains  a  large  number  of  large  oxalate  of  lime 
crystals,  and  some  granular  and  hyaline  casts.  No 
anasarca. 

For  the  next  month  there  was  no  material  change  in 
her  condition  ;  she  varied  in  health  from  time  to  time,  and 
though  very  weak  was  able  to  get  up  occasionally.  On 
the  whole  perhaps  she  was  somewhat  better  at  the  end  of 
the  month  than  she  had  been  at  the  time  of  admission. 
During  this  time  the  eyes,  although  they  never  became 
normal,  varied  considerably  in  their  degree  of  prominence  ; 
and  on  the  whole  the  right  eye  protruded  more  than  the 
left ;  moreover,  she  suffered  a  good  deal  from  conjunctivitis. 
The  goitre  underwent  no  obvious  change,  but  the  girth  of 
the  neck  at  its  seat  of  chief  enlargement  varied  between 
13|  inches  and  14^  inches.  She  complained  little  of 
difiiculty  in  swallowing,  but  there  was  always  marked 
stridor    on     deep    inspiration,    and    sometimes    so    much 
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difficulty  in  breathing  that  she  was  compelled  to  sit 
up  in  bed.  The  palpitation  of  the  heart  and  the  pulsa- 
tion of  the  veins  in  the  neck  continued.  The  pulse  ranged 
between  84  and  120.  The  cardiac  murmurs  varied  some- 
what ;  the  presystolic  mitral  was  said  to  be  audible  occa- 
sionally, the  diastolic  aortic  was  never  very  distinct  and 
often  could  not  be  heard,  but  the  soft  mitral  systolic  was 
always  well  marked,  as  also  was  the  deeper-toned  and 
rougher  systolic  murmur  at  the  lower  end  of  the  sternum. 
In  this  situation  also  there  was  often  heard  a  soft  diastolic 
murmur,  which  (though  inaudible  at  the  base)  was  thought 
to  be  the  diastolic  aortic  murmur  which  had  been  previously 
detected.  The  urine  varied  in  specific  gravity  from  1015 
to  1028,  and  always  contained  a  small  amount  of  albumen 
with  casts,  and  almost  always  oxalate  of  lime  crystals. 
During  the  greater  part  of  the  time  she  had  slight  cough 
with  mucous  expectoration,  and  she  had  a  tendency  to 
faint  away. 

The  persistent  stridor,  and  the  occasional  marked  diffi- 
culty of  breathing,  which  the  patient  suffered  from,  asso- 
ciated with  the  presence  of  obvious  compression  of  the 
trachea  by  the  goitre,  showed  that  there  was  liability  to 
death  by  suffocation,  and  it  became  important,  therefore, 
to  consider  whether  anything  could  be  done  to  obviate 
this  danger.  The  comparative  narrowness  of  the  isthmus 
of  the  thyroid  body  naturally  suggested  the  division  of 
this  part,  as  had  been  successfully  done  by  Mr.  Sydney 
Jones  in  a  former  case  of  mine  in  which  an  ordinary 
goitre  was  compressing  the  trachea,  and  on  consultation 
with  that  gentleman  it  was  determined  that  this  procedure 
should  be  adopted. 

Accordingly,  on  the  7th  November  she  was  put  under 
chloroform,  and  Mr.  Jones  proceeded  to  operate.  He 
made  a  vertical  incision  in  the  median  line  of  the  neck  ; 
next  exposed  the  isthmus  and  adjoining  portions  of  the 
lateral  lobes  of  the  thyroid  body,  and,  having  detached  the 
isthmus  from  the  parts  beneath,  transfixed  and  strangu- 
lated with  ligatures  the  lateral  lobes  at  about  an  inch  from 
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the  central  linOj  and  then  removed  the  portion  of  the 
gland  lying  between  the  ligatures.  Many  vessels  had  to 
be  tried,  and  the  patient  lost  a  considerable  quantity  of 
blood.  The  isthmus  measured  three  quarters  of  an  inch 
from  above  downwards  and  a  quarter  of  an  inch  in  thick- 
ness. The  trachea  at  the  seat  of  operation  was  flattened 
from  side  to  side,  and  in  front  formed  an  acute  angle. 
Antiseptic  precautions  were  adopted,  and  a  drainage-tube 
was  left  in  the  wound. 

Some  constitutional  disturbance  followed  the  operation, 
and  continued  during  the  next  five  or  six  days.  The 
pulse  and  respiration  became  rapid,  the  former  often 
exceeding  130  in  the  minute,  the  latter  varying  between 
30  and  40 ;  the  temperature  rose  daily  above  103° ;  the 
tongue  became  coated,  the  appetite  impaired  ;  she  perspired 
much,  and  slept  little,  excepting  with  the  aid  of  sedatives. 
Unfortunately  also  the  right  cornea  ulcerated  (as  we 
believed  in  consequence  of  the  accidental  application  of 
chloroform  to  it  during  the  operation),  caused  extreme  pain, 
and  for  a  time  put  the  eye  in  serious  jeopardy  ;  and  some 
catarrhal  affection  of  the  throat  and  bronchial  tubes 
appeared. 

It  is  needless  to  go  through  the  monotony  of  recounting 
the  patient's  daily  symptoms  during  the  next  four  months 
of  her  life.  The  operation  was  successful  in  its  immediate 
object ;  the  cornea  healed ;  the  main  symptoms  of  her 
disease  continued  with  little  or  no  abatement;  but  gradually 
the  mechanical  consequences  of  her  heart  disease  developed, 
and  ultimately  caused  her  death. 

The  wound  in  the  neck  went  on  favorably  but  slowly, 
and  finally  closed  about  the  middle  of  December.  At  that 
time  the  girth  of  the  neck  (which  had  been  14^  inches) 
was  only  12^  inches  The  lobes  of  the  thyroid  had  greatly 
shrunk,  and  the  goitre  was  inconspicuous.  The  ulceration 
of  the  cornea  made  slow  and  variable  progress,  but  caused 
constant  and  often  very  severe  suffering ;  it  had  healed 
over,  however,  by  the  middle  of  December.  More  or  less 
inflammation  of  the  conjunctivae  and  eyelids  continued, 
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and  troubled  her  from  time  to  time  during  the  remainder 
of  her  life.  The  prominence  of  the  eyes  varied,  and  usually 
the  left  protruded  less  than  the  other  ;  for  a  time,  indeed, 
it  was  thought  that  the  operation  in  the  neck  had  been 
followed  by  progressive  subsidence  of  the  eyes,  and  it 
was  hoped  had  caused  it,  but  this  view  had  to  be  given 
up  ;  nevertheless  the  exophthalmos  was  somewhat  less 
marked  during  the  latter  part  of  her  stay  in  the  hospital 
than  it  was  at  the  time  of  her  admission.  The  tendency 
to  stridor  during  respiration  disappeared  entirely  after 
the  operation,  but  still  at  times  the  breathing  became 
rapid.  A  short  time  after  the  operation  attacks  of  faint- 
ness,  such  as  she  had  had  previous  to  admission,  but 
which  had  in  great  measure  left  her  while  in  hospital, 
began  to  recur.  They  came  on  at  irregular  intervals, 
sometimes  two  or  three  times  a  day,  and  she  would  remain 
in  them  scarcely  conscious  for  a  quarter  of  an  hour  or 
more  at  a  time  The  first  of  these  was  noted  on  the  16th 
November,  at  a  time  when  the  immediate  effect  of  the 
operation  had  apparently  passed  away  ;  they  continued 
off  and  on  for  two  or  three  weeks,  disappeared  for  a  time, 
and  returned  with  increased  severity  and  frequency  in  the 
latter  part  of  January.  She  was  emotional,  and  on  one 
or  two  occasions  suffered  from  temporary  delusions.  The 
urine  was  acid,  often  contained  traces  of  albumen,  and 
presented  as  a  rule  large  crystals  of  oxalate  of  lime. 

Early  in  January  she  had  a  sharp  attack  of  tonsillitis, 
and  her  temperature  rose  to  105°.  This  complication 
lasted  for  several  days. 

About  the  middle  of  January,  at  which  time  she  seemed 
to  have  improved,  so  far  as  most  of  the  special  symptoms 
were  concerned,  she  began  to  get  manifestly  weaker  day 
by  day,  and  to  suffer  from  symptoms  apparently  due  to 
her  cardiac  disease.  Diarrhoea  came  on,  and  continued. 
The  urine  (the  specific  gravity  of  which  varied  between 
1015  and  1025,  and  which  on  the  whole  became  scanty) 
began  to  contain  from  one  third  to  one  half  of  albumen,  and 
to  present  granular  casts  ;  the  action  of  her  heart,  which, 
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though  very  variable  in  rate^  had  hitherto  been  regular, 
became  rapid,  feeble,  and  irregular.  Moreover,  the  veins 
in  the  neck  showed  increased  distension,  and  pulsation 
was  visible  in  them,  and  in  the  veins  of  the  arms  and 
hands.  At  the  end  of  January  it  was  noted  for  the  first 
time  that  she  had  oedema  of  the  feet  and  ankles  ;  the 
oedema  increased  from  this  time,  and  before  long  became 
general.  About  the  20th  February  evidence  of  serous 
effusion  into  the  right  pleura  was  first  observed,  and 
the  dulness  and  other  signs  of  this  condition  gradually 
increased.  On  the  2nd  or  3rd  of  March  superficial 
inflammation  of  the  left  leg  and  thigh,  associated  with 
rise  of  temperature,  was  observed.  She  then  rapidly  sank, 
and  died  exhausted  on  the  5th  March. 

A  few  facts  may  here  be  added.  The  patient's  tempe- 
rature was  always  normal,  excepting  just  after  operation, 
when  she  had  tonsillitis,  and  again  when  erythema 
attacked  her  leg.  The  condition  of  her  heart  was  a 
matter  of  constant  interest.  It  was  thought  that  latterly 
the  area  of  its  dulness  diminished ;  but  at  this  time  its 
action  was  becoming  irregular.  Frequent  records  of 
the  auscultatory  phenomena  were  made ;  and  the  statements 
in  them  varied  from  time  to  time.  A  soft  systolic  murmur 
at  the  extreme  apex  was  always  audible,  and  at  times 
a  distinct  presystolic  murmur  was  present  in  the  same 
situation.  The  rough,  loud,  and  prolonged  systolic  murmur 
just  to  the  left  of  the  lower  end  of  the  sternum  was  heard 
from  time  to  time  during  the  earlier  part  of  the  patient's 
stay,  but  disappeared  latterly.  The  aortic  diastolic 
murmur,  too,  lost  its  musical  character  and  was  at  times 
inaudible.  In  January,  however,  at  a  time  when  the 
presumed  tricuspid  regurgitant  murmur  was  absent,  a 
soft  double  (doubtless  aortic)  murmur  was  heard  between 
the  nipple  and  the  sternum.  On  the  whole,  the  phenomena 
pointed  to  obstructive  and  regurgitant  disease  at  both  the 
aortic  and  the  mitral  orifice,  and  to  regurgitation  at  the 
tricuspid. 
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Autopsy. — Emaciated  ;  much  cedema,  especially  of  lower 
extremities. 

Cliest  :  The  right  pleural  cavity  contained  three  pints 
of  serum ;  the  left  half  a  pint.  The  right  lung  was 
collapsed  and  airless,  excepting  at  the  extreme  apex. 
The  left  lung  was  larger  than  the  other,  tough  and 
oedematous.  It  presented  two  infarcts,  the  one  recent, 
the  other  old.  The  pericardium  measured  six  and  a  half 
inches  vertically  and  six  inches  transversely,  and  contained 
a  few  ounces  of  serum.  The  heart  was  large,  weighing 
154  oz.  ;  both  ventricles  were  thickened  and  dilated  ;  the 
auricles  also  were  dilated.  The  aortic  valve  was  thickened, 
fibrous,  and  contracted.  The  mitral  valve  was  similarly 
affected  and  formed  a  narrow  slit.  The  tricuspid  valve 
was  also  thickened  and  contracted,  and  its  orifice  formed 
a  narrow  chink.  There  was  much  dark  clot  in  the  right 
auricle. 

The  abdominal  cavity  contained  two  or  three  pints  of 
fluid.  The  abdominal  viscera  were  mostly  healthy.  The 
liver  was  somewhat  congested,  the  spleen  was  larger  than 
natural,  and  the  kidneys,  which  were  somewhat  tough, 
presented  one  or  two  small  pale  yellow  infarcts. 

The  brain,  cord,  and  sympathetic  nerves  appeared  to  be 
healthy. 

There  was  much  fat  in  the  orbits,  and  the  eyes,  optic 
nerves,  and  ophthalmic  vessels  were  all  healthy. 

There  was  a  cicatrix  in  the  middle  line  of  the  lower 
part  of  the  neck  ;  and  the  space  between  this  and  the 
trachea  (in  the  situation  of  the  isthmus  of  the  thyroid  body) 
was  occupied  by  indurated  cicatricial  tissue.  The  lateral 
lobes  of  the  thyroid  gland,  which  were  disconnected,  were 
somewhat  larger  than  natural.  The  trachea  in  the 
neighbourhood  of  the  gland  was  flattened  from  side  to 
side,  and  its  rings  were  somewhat  thinned. 

Case  4.  Exophthalmic  goitre  ;  right  lobe  chiejiy  enlarged  ; 
rheumatic  endocarditis ;  infarcts  in  spleen ;  death  mainly 
from    the    effects  of  heart  disease  ;  autopsy. — Emma  B — , 
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a  single  woman,  fet.  32,  came  under  my  care  on  the  20th 
September,  1882. 

Four  years  ago  she  was  laid  up  Avith  acute  rheumatism, 
and  two  years  later  she  had  a  second  attack.  Four 
months  ago  she  began  to  suffer  from  severe  pain  in  the 
region  of  the  heart  and  oedema  of  the  legs,  and  from 
that  date  she  has  been  getting  weak  and  thin.  Eight 
years  ago,  while  in  service,  she  suffered  much  from 
debility,  at  which  time  her  eyes  become  prominent.  They 
have  varied  in  their  prominence  ever  since.  She  has  not 
observed  enlargement  of  the  neck. 

She  was  a  weak,  emaciated  woman,  with  very  pro- 
minent eyeballs,  the  sclerotics  being  visible  between  the 
irides  and  the  upper  eyelids,  which  latter  did  not  close  in 
sleep,  a  distinct  but  not  very  large  goitre,  and  a  frequent 
troublesome  cough.  It  appeared,  further,  that  she 
suffered  from  palpitation  ;  that  the  prjecordial  dulness  was 
enlarged,  the  heart's  beat  diffused,  its  apex  rather  more 
to  the  left  and  lower  down  than  in  health ;  that  there  was 
epigastric  pulsation,  and  a  loud  mitral  systolic  murmur ; 
that  the  arteries  in  the  neck  pulsated  unduly  ;  that  the 
jugular  veins  were  distended  ;  and  that  there  was  some 
oedema  of  the  lower  extremities.  No  other  evidence  of 
disease  was  detected,  and  the  urine  at  that  time  was  free 
from  albumen. 

During  the  two  months  she  was  under  my  care  she 
suffered  mainly  from  constant  dry  cough,  shortness  of 
breath,  pain  in  the  left  side,  which  varied  in  seat  but  for 
a  few  days  was  distinctly  in  the  situation  of  the  spleen, 
oedema  of  the  legs,  aching  and  watering  of  the  eyes,  and 
extreme  debility.  The  urine,  which  generally  contained 
albumen,  was  abundant,  and  had  a  specific  gravity  of 
about  1011.  The  temperature  for  the  most  part  presented 
a  febrile  rise  daily,  and  on  several  occasions  reached  to 
between  103°  and  104°. 

On  the  21st  November  it  was  noted  that  she  felt  much 
worse ;  that  the  eyes  were  more  prominent,  and  ached  ; 
that  there  was  much  fulness  of  the  jugular  veins  and  pul- 
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sation  in  tliem ;  that  she  coughed  a  good  deal ;  that  the 
temperature  rose  in  the  evening  to  103*2°  ;  and  that  she 
had  had  a  rigor.  The  next  morning  her  temperature 
reached  104-2°. 

On  the  22nd  she  felt  better  early  in  the  morning ;  but 
as  the  day  advanced  she  became  extremely  feeble,  and  she 
died  in  the  evening. 

Autopsy. — Brain  healthy.  Cavernous  sinuses  seemed  a 
little  dilated.  Both  orbits  contained  a  great  excess  of  fat, 
but  presented  no  other  abnormal  appearance.  The  goitre 
was  small,  the  right  lobe  being  somewhat  larger  than  the 
left.  The  heart  was  enlarged,  especially  the  right 
ventricle,  and  weighed  11  oz.  The  walls  of  the  right 
ventricle  were  much  thickened,  those  of  the  left  ventricle 
scarcely,  if  at  all,  thicker  than  natural.  The  valves  on  the 
right  side  were  healthy  in  appearance,  but  the  tricuspid 
allowed  of  regurgitation.  Some  fine  vegetations  were 
adherent  to  the  ventricular  aspect  of  the  aortic  valve ;  but 
there  was  no  distinct  obstruction  offered  by  them,  and  the 
valve  was  competent.  The  mitral  orifice  was  constricted,  so 
that  it  only  allowed  of  the  passage  of  the  tips  of  two  fingers, 
and  wartyvegetations  were  attached  to  the  lining  membrane 
of  the  left  auricle  close  to  the  attachment  of  the  valves, 
and  to  the  chordae  tendinese.  It  was  incompetent.  The 
lungs  were  congested  and  cedematous,  otherwise  healthy. 
Liver  large,  congested.  Spleen  very  large,  weighing 
1  lb.  9^  oz.  Capsule  thickened.  It  presented  several 
largish  infarcts,  most  of  which  were  yellowish  white,  tough 
and  old,  but  one  of  which  was  softish,  nearly  of  the  colour 
of  the  spleen  itself  and  evidently  somewhat  recent.  The 
kidneys  were  large  and  pale.  There  was  some  dropsical 
accumulation  in  each  of  the  serous  cavities. 
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Notes  on  Graves's  Disease. 
By  Samuel  Wilks,  M.D,,  F.R.S. 

I  HAVE  seen  many  cases  of  Graves's  disease ;  some  have 
been  fatal,  others  lost  sight  of,  and  some  cured ;  also 
cases  of  a  slight  nature  which  have  probably  been  modifi- 
cations of  the  complaint. 

It  is  important  to  know  how  many  of  the  usual  sym- 
ptoms must  be  present  in  order  to  constitute  a  case  of  the 
disease,  or  rather  what  symptoms  must  necessarily  exist 
in  order  to  characterise  its  presence. 

The  leading  symptoms  are,  increased  frequency  of 
heart's  action,  enlarged  thyroid,  prominent  eyeball,  a  loud 
murmur  heard  in  the  veins  with  a  corresponding  thrill 
felt  with  the  fingers,  and  in  severe  cases  great  emaciation 
with  outbursts  of  sweating  and  diarrhoea. 

I  have  never  seen  any  combination  of  these  symptoms 
without  increase  of  the  heart's  action,  and  therefore  should 
regard  this  as  a  primary  and  necessary  symptom.  If  this 
quickened  pulse  existed  with  exophthalmos  and  emaciation 
I  should  regard  the  case  as  an  example  of  the  disease ;  if 
it  only  occurred  with  emaciation  and  enlarged  thyroid,  also 
as  an  example. 

The  theory  of  disease  of  the  sympathetic  in  the  neck 
does  not  hold  good,  nor  has  it  been  found  true  in  fact. 
There  does,  however,  seem  to  be  some  disturbance  of  the 
sympathetic  system.  There  is  the  extreme  relaxation  of 
the  blood-vessels  giving  rise  to  the  murmurs,  which,  it  may 
be  remarked,  are  much  louder  and  harsher  than  any  met 
with  in  simple  anasmia.  The  diarrhoea  and  sweating  also 
point  to  the  same  disturbance.  Apart  from  the  prominent 
eyeball  and  thyroid,  which  could  not  come  on  suddenly, 
one  cannot  but  be  struck  with  the  similarity  of  symptoms 
sometimes  observed  in  nervous  women,  especially  at  the 
climacteric  period  of  life.  I  have  seen  a  woman  sitting 
in  a  cold  room    in  winter  covered    with  perspiration,  her 


56  GRAVE S'S   DISEASE. 

heart  beating  rapidly,  and  her  eyes  staring  ;  she  may  have 
also  diarrhoea.  In  sudden  fright  the  symptoms  are  those 
of  violent  palpitation,  clammy  sweat,  diarrhoea,  starting 
of  eyes,  and  choking.  We  therefore  look  to  a  relaxed 
condition  of  the  sympathetic  system  as  a  cause  for  the. 
combination  of  symptoms  witnessed  in  Graves's  disease. 

It  appears  also  to  have  some  relations  with  anaemia 
and  chlorosis.  I  have  often  seen  anemic  girls  with  promi- 
nent eyeball  and  enlarged  thyroid,  with  very  quick  pulse, 
in  whom  Graves's  disease  has  been  suggested  rather  than 
oi-dinary  chlorosis. 

I  have  known  several  cases  die,  but  have  had  only  one 
post-mortem,  described  some  years  ago  in  the  *  Guy's 
Hosp.  Rep.^  In  this  there  was  no  disease  of  the  sympa- 
thetic or  other  tissue. 

I  have  had  several  bad  cases  recover,  and  I  therefore 
regard  exopthalmic  goitre  as  a  curable  disease.  My  patients 
have  taken  various  remedies,  but  I  am  doubtful  about  the 
efficacy  of  any  except  belladonna.  After  its  administration 
the  symptoms  were  so  speedily  reduced  in  bad  cases  which 
were  before  gradually  progressing  that  I  can  have  no  doubt 
as  to  its  value.  As  the  cases  are  very  tedious  I  have  con- 
sidered it  advisable  to  discontinue  the  use  of  the  drug- 
after  some  weeks,  and  then  I  have  used  other  medicines  as 
iron,  iodide  of  potassium,  and  digitalis,  but  I  cannot  posi- 
tively say  with  any  good  effect.  Belladonna  appears  in  my 
experience  to  be  the  principal  if  not  the  only  remedy. 

Case  of  Miss  C— ,  »t.  22,  seen  June  10th,  1882.  For 
two  years,  throat  increasing'  in  size,  eyes  becoming  promi- 
nent, and  palpitation.  She  was  thin ;  pulse  150  ;  loud 
bruit  in  veins ;  good  appetite.  Belladonna  and  quinine. 
Began  to  improve.  In  October  all  symptoms  relieved  and 
gained  flesh.  March,  1883. — Considerably  improved  in  all 
ways.      In  May,  1883,  appeared  well  and  going  abroad. 

Case  of  Mrs.  M.  I — ,  set.  40,  married  and  family. 
October,  1882. — Very  thin  ;  palpitation  ;  pulse  130  ;  promi- 
nence of  eye  ;  staring  look  ;  thyroid  only  slightly  enlarged. 
Belladonna.       Continued   slowly    to    improve.       Saw    her 
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every  month,  and  at  end  of  a  year  grown  stout  and  appeared 
quite  well.  (Since  writing"  this  Mrs.  I —  has  been  to  me 
with  a  return  of  the  symptoms.) 

Case  of  Miss  W — ,  ^t.  32.  June,  1884.— Very  thin  ; 
enlarged  thyroid  ;  bruit  in  neck  ;  amenorrhoea  ;  perspira- 
tion ;  eyes  prominent  ;  pulse  120.  Belladonna  J  gr.  ter 
die.  At  end  of  month  much  better,  and  in  two  months 
markedly  so,  eyes  less  prominent,  pulse  100,  gained  six 
pounds.  September  5th. — Grown  fatter,  much  stronger, 
thyroid  the  same,  eyes  less  prominent.  At  end  of  October 
had  been  a  month  at  seaside  and  returned  apparently  well. 
From  being  emaciated  she  had  become  a  stout  girl. 
Continued  well  until  December  20th,  when  taken  very  ill 
with  sickness  and  headache.  Her  medical  man  in  the 
country  wrote  to  me,  but  I  could  throw  no  light  upon  the 
cause  of  her  symptoms.  She,  however,  died  ;  there  was 
no  post-mortem. 

Two  cases,  one  of  a  married  woman  with  family,  was 
much  better  when  last  seen  after  taking  belladonna  ; 
the  other,  and  well  marked,  of  a  young  lady  quite  recovered. 

Case  of  a  young  man,  aet.  24,  under  my  notice  for  nearly 
a  year.  He  was  very  thin,  had  very  prominent  eyes,  but 
only  slight  enlargement  of  thyroid,  and  pulse  120.  He 
considerably  improved  under  belladonna,  so  as  to  be  able 
to  resume  his  situation.  He  subsequently  took  iron  and 
quinine.  After  being  better  and  worse,  but  on  the  whole 
better,  I  was  one  day  called  to  see  him  on  account  of 
sudden  sickness  and  prostration.  He  got  better  of  this 
attack  and  left  for  the  country.      I  then  lost  sight  of  him. 

Categorical  answers  to  questions. 

1 .  Only  one  case,  and  here  nothing  was  found  in  nerves 
or  elsewhere. 

2.  Can  assign  no  cause  in  any  case. 

3.  Have  seen  several  cases  of  young  women  with  a 
modification  of  the  symptoms  of  exophthalmic  goitre. 

4.  It  is  a  perfectly  recoverable  or  curable  disease. 
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5.  Cases  lost  sight  of,  but  under  treatment  for  two  or 
three  years  with  great  improvement  and  then  relapse. 

6.  Never  knew  a  case  get  well  without  treatment. 

7.  Never  saw  any  disease  of  the  eye  or  any  imperfection 
of  sight. 

8.  I  have  never  had  a  simple  case  of  exophthalmos 
come  before  me. 

9.  I  have  made  no  note  of  the  order  of  symptoms. 

10.  Graefe's  sign  was  not  known  to  me  when  I  was 
studying  the  disease.  (I  apprehend  is  meant  the  want  of 
falling  of  the  lid  in  looking  downwards.) 

11.  My  reports  are  not  sufficiently  accurate.  When 
irregularity  is  mentioned  it  is  said  that  the  right  side  is 
the  larger. 

12.  Never  saw  it  in  conjunction  with  other  disease. 
Case  now  in  Guy's  in  which  the  skin  has  darkened, 
suggesting  complication  with  Addison's  disease. 

13.  Nearly  all  my  cases  were  in  women,  middle  aged, 
with  families,  or  young*  girls  with  anaemia  and  amenor- 
rhoea.  The  only  males  were  twenty-four  and  twenty-six. 
I  have  thought  there  was  some  association  with  reproduc- 
tive organs. 

14.  Have  no  family  histories. 

15.  No  knowledge. 


Dr.  HoGHLiNGS  Jackson  attached  great  importance  to 
von  Grafe's  sign,  but  had  seen  well-marked  cases  of 
Graves's  disease  in  which  it  was  absent,  mentioning,  in 
illustration,  the  cases  of  two  sisters.  Again,  he  had 
found  the  sign  present  in  a  man  who  had  no  Graves's  dis- 
ease. These  observations  had  been  confirmed  by  Mr. 
Couper.  Referring  to  the  cases  of  the  two  sisters  above 
mentioned.  Dr.  Hughlings  Jackson  remarked  that  a  third 
sister  was  said  to  have  the  same  morbid  affection.  Dr. 
Cheadle  had  seen  four  cases  of  Graves's  disease  in  one 
family.  Dr.  Hughlings  Jackson  suggested  a  comparative 
study  of  such  cases  with  some  other   "  family  diseases," 


GRAVE S'S   DISEASE.  69 

sucli  as  pseudo -hypertrophic  paralysis,  Friedreich's  disease, 
&c.  In  all  the  recent  (eight)  cases  of  Grraves's  disease  he 
had  seen,  the  right  lobe  of  the  thyroid  was  the  larger  :  a 
fact  bearing  on  the  question  as  to  central  pathology,  as 
Dr.  W.  A,  Fitzgerald  had  suggested.  The  right  vagus 
had,  in  some  lower  animals,  more  inhibitory  influence  on 
the  heart  than  the  left.  Dr.  Hughlings  Jackson  thought 
the  hypothesis  of  a  central  pathology  the  most  probable  ; 
and,  in  this  connection,  referred  to  the  experiments  of 
Brown-Sequard  and  Filehne  on  the  production  of  exoph- 
thalmos by  injuries  of  the  restiform  body.  He  believed 
that  most  would  be  learned  as  to  the  seat  of  changes  in 
Graves's  disease  from  experiments  on  lower  animals.  In 
all  cases  of  fatal  Graves's  disease,  the  medulla  oblongata 
and  pons  Varolii  should  be  carefully  searched  microscopi- 
cally. He  referred  to  so-called  complicated  cases,  men- 
tioning the  remarkable  case  recorded  by  Dr.  Warner  and 
Dr.  Bristowe,  in  which  there  was  ophthalmoplegia  externa, 
and  a  like  case  which  he  had  seen,  a  case  complicated 
with  asthmatic  paroxysms,  one  with  paroxysms  of  right- 
sided  facial  spasms,  unlike  cortical  facial  spasm,  and  a 
variety  which  he  supposed  to  depend  on  discharge  of 
facial  centres  in  the  pons  Varolii.  Dr.  Pavy  had  noted 
the  association  of  Graves's  disease  with  diabetes.  In  the 
so-called  complicated  cases,  the  associations  might  be 
accidental,  but  Dr.  Hughlings  Jackson  thought  they 
deserved  very  careful  consideration.  He  did  not  remember 
seeing  a  case  of  Graves's  disease  in  a  man. 
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Analysis  of  Cases  from  the  Cliniques  of  Drs.  Little  and  Glas- 
cott,  including  Tracings  taken  hy  Dr.  Dixon  Mann. 

By  A.  Hill  Griffith^  M.D., 

ASSISTANT    SrEGEON   TO    THE    EOYAL   EYE    HOSPITAL. 

Analysis  of  Thirty-two  Cases  of  Graves's  Disease  occurring 
at  the  Manchester  Royal  Eye  Hospital. 

Sex. — Females  29,  males  3  =  32. 

State. — Single  20,  married  12  =  32. 

Ages  at  commencement  of  symptoms. — Under  20,  3  ;  20 
to  30,  16  ;  30  to  40,  8  ;  40  to  50,  5  =  32.  (About  50  per 
cent,  were  thus  between  20  and  30.) 

1 .   Symmetry  of  Eyes. 

Bilateral  25,  or  78  per  cent.  ;  right  eye  4,  or  12-5  per 
cent,  j  left  eye  3,  or  9*5  per  cent.  =  32. 

Eight  eye  only. 

No.  4. — F.,  doubtful  enlargement  of  thyroid.  Under 
observation  two  years.      No  change. 

No.  22. — F.,  both  eyes  and  both  sides  of  neck  originally 
affected ;  the  left  eye  and  left  side  of  neck  got  better. 

No.  25. — F.,  no  goitre,  the  right  had  better  vision 
than  the  unaffected  eye.      Astigmatism  in  both  eyes. 

No.  30. — F.,  goitre  small,  more  on  right  side.  Vision 
I",  a  trifle  better  in  left  eye. 

Left  onl}^. 

No.  21. — M.,  slight  diminution  of  movements  in  every 
direction.  Slight  injection.  No  goitre.  Got  better  in 
nine  months.  It  is  doubtful  if  this  is  a  case  of  Graves's 
disease. 

No.  29, — F.,  Graefe's  and  Stellwag's  signs,  both  present. 
No  goitre.      Vision  |-  in  affected  eye,  |-  in  the  sound  eye. 

No.  27. — M.,  Graefe  and  Stell wag's  signs,  both  present. 
No  goitre.  Vision  c  —  3  D.  =  ^.  Other  eye  also  -j^ 
c  —  3  D.  cyl.      Nebula  on  cornea  of  unaffected  eye. 
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2.   Retraction  of  Upper  Lid  (Stellwag). 

Present  19  (of  these  3  showed  also  retraction  of  lower 
lid)  ;  absent  3  (of  which  2  showed  retraction  of  lower  lid 
and  the  other  had  well-marked  proptosis)  ;  not  noted  8  ; 
and  in  two  there  was  retraction  of  lower  lid  only  =  32. 

I  do  not  know  if  retraction  of  the  lower  lids  is  at  all 
common,  but  I  have  not  seen  it  mentioned  in  any  reported 
cases.  It  will  be  seen  I  have  noted  its  presence  in  3  cases, 
along  with  the  much  commoner  symptom  of  the  upper  lid, 
and  in  2  cases  it  occurred  in  the  absence  of  a  similar  con- 
dition in  the  upper  lid. 

Dr.  Dixon  Mann  noted  that  some  of  the  cases  seemed 
to  show  an  increased  cupping  of  the  lower  lid  when  the 
patient  looked  down,  and  in  Cases  29  and  30  this  was 
unmistakeably  the  case,  for  being  monocular  cases  we  were 
enabled  to  satisfy  ourselves  by  a  comparison  of  each  eye. 

In  this  connection  I  wish  to  refer  to  another  interesting 
condition  noted  by  Dr.  Mann  in  Case  20.  The  patient, 
who  had  both  eyes  affected,  but  the  right  to  a  greater 
extent,  had  the  left  eye  apparently  on  a  lower  level  than 
the  right,  and  the  whole  of  the  left  side  of  the  face  was 
also  lower ;  it  looked,  as  Dr.  Mann  said,  like  partial 
paralysis  of  the  left  seventh  nerve.  I  afterwards,  in  Case 
30,  a  monocular  case,  noted  that  the  right  or  affected  eye 
seemed  on  a  slightly  lower  level  than  the  left,  and  when 
the  patient  looked  well  down  there  could  not  be  the 
slightest  doubt  that  this  was  the  case.  There  was  no 
diplopia  or  deviation  on  covering-  either  eye,  so  that  the 
visual  axes  must  have  been  directed  to  one  point,  and  the 
eyes  must  have  been  on  different  levels. 

3.  Loss  or  Impairment  of  Consensual  Downward  Movement 
of  Upper  Lid  (Oraefe). 

Present  6,  absent  4,  not  noted  22  =  32. 
Absent  4  times. 

No.  4. — Monocular  case.  Well-marked  protrusion,  but 
no  retraction. 

No.  7. — Male,  well-marked  retraction. 
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No.  11. — Well-marked  retraction,  both  lids. 

No.  24. — Well-marked  retraction. 

We  have  here  three  cases  in  which,  on  account  of  the 
marked  retraction,  the  edge  of  the  cartilage  did  not  fit 
into  the  sclero-corneal  sulcus,  and  yet  the  upper  lid  fol- 
lowed quite  closely  the  downward  movement  of  the  eye- 
ball. I  should  be  much  interested  to  know  if  Dr.  Gowers 
can  reconcile  these  cases  with  his  theory  of  the  consensual 
movements  of  the  upper  lid. 

4.  Goitre. 

Bilateral  16  (of  these  3  were  more  marked  on  right 
side,  in  4  "  hammering  of  carotids,'^  and  in  3  a  thrill  was 
noted  in  the  swelling),  right  side  2,  absent  14  =  32. 

Right  sided,  2. 

No.  14. — Both  eyes  affected. 

No.  22. — Right  eye  only. 

5.  Vision. 

Normal  (^)  20,  subnormal,  12  (of  these  12,  in  2  the 
defective  sight  was  certainly  not  due  to  errors  of  refrac- 
tion or  intraocular  disease ;  in  the  remaining  10  it  was 
due  to  nebula  cornese,  high  degree  of  myopic  astigma- 
tism, &c.). 

Refraction.—^,  or  slight  H.  24,  high  H.  1,  M.  4, 
astig.  3  =  32. 

State  of  fundi. — Normal  28,  abnormal  4.  Of  these  4, 
2  monocular  high  myopia,  both  had  binocular  exoph- 
thalmos, 1  "  corkscrew  "  veins,  1  glistening  striated  patch 
at  upper  and  outer  part  of  one  disc. 

Two  cases  of  amblyopia. 

No.  23. — V.  1  J.,  -j^  each  eye,  in  eight  months  V.  ^ 
each  eye.      Minute  ulcers  of  cornese,  recurrent. 

No.  26.— R.  1%,  L.  -j%,  in  two  months  R.  -f^,  L.  f . 
Fields,  colour  fields,  colour,  p.  1.  and  refraction  normal. 

6. — S'ponta.neoiis  arterial  ^tdsation  was  looked  for  in 
every  case  and  was  not  found  once,  but  in  4  cases  there 
is  no  note. 
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I  need  not  say  that  the  direct  method  was  always 
employed.  If  it  is  not  wandering  from  the  subject,  I 
should  like  to  put  the  question  if  spontaneous  arterial 
pulsation  is  often  met  with  in  normal  eyes  or  in  other 
cases  than  glaucoma  or  aortic  regurgitation,  for  I  have 
not,  to  my  knowledge,  seen  a  single  case.  Perhaps  I 
ought  to  say  that  I  consider  venous  pulsation  to  be  quite 
common  in  normal  eyes. 

7.  Illness  at  Date  of  Gommencement  of  Eye  Symptoms. 
Acute  gastric  vomiting  and  prostration  (in  some 


cases  also  diarrhoea) 
''  Liver  complaint  " 
Severe  cough  with  vomiting 
Rheumatic  fever  . 
"  Lost  flesh  " 

Sleeplessness  and  headache 
Post-nasal  catarrh 
Menstrual  disorders 
Symptoms  came  on  three  months  after  marriage 
No  general  symptoms  at  commencement  . 


12 

2 
1 
1 
2 

2 
2 
2 
1 

7 

32 


It  is  very  striking  the  large  proportion,  about  40  per 
cent.,  in  which  the  disease  was  dated  from  a  severe  gastric 
illness,  characterised  by  very  frequent  vomiting  with  great 
prostration,  the  patients  in  many  cases  being  confined  to 
bed  for  days  and  not  even  able  to  retain  a  glass  of  cold 
water.  Attacks  of  diarrhoea  were  also  common  in  some  of 
the  cases. 

In  4  cases  there  was  troublesome  injection  of  the  con- 
junctiva. In  2  the  symptoms  came  on,  or  at  least  were 
first  noticed,  when  attending  for  slight  corneal  ulceration, 
and  in  1  of  these  there  was  right  facial  neuralgia,  and  on 
one  occasion  she  lost  the  power  of  speech  and  the  right 
side  of  the  body  for  a  few  minutes.  In  one  case  there 
was  great  mammary  development  and  loss  of  hair,  and  in 
another  brown  pigmentation  of  the  eyelids. 
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8.  Nervous  Condition. 

"  Felt  as  if  she  would  choke  " 

Distinct  hysterical  attack 

Easily  frightened  and  nervous 

"  Fussy  "  behaviour  very  marked    . 

Often  flushed  up  and  changed  colour 

Heart- sounds . — 

Anaemic  3,  aortic  systolic  3,  mitral  systolic 
3,  aortic  regurgitant  1  .  .  . 

Normal  sounds       ..... 
Not  noted  (but  all  were  at  least  once  ex- 
amined and  some  several  times,  so  they 
would  all  be  under  normal) 


10 
10 


10 


Radial  jpulse  tracings  {Pond's  sphygmograph) . 

Twenty-six  tracings  were  taken.  An  attempt  was  made 
to  classify  them  according  to  their  characteristic  features 
with  the  following  results  : 

In  10  the  arterial  tension  appeared  normal. 

In  10  ,,  „  was  abnormally  low. 

In  6  „  „  „  „  high. 

In  16  the  pulse-rate  was  above  72  per  minute  ;  and  of 
these  in  13  the  pulse-rate  was  above  100  per  minute  ; 
out  of  which,  in  6  the  pulse-rate  was  between  140  and 
144  per  minute. 

In  4  tracings  there  was  dichrotism  more  or  less  pro- 
nounced. 

In  4  tracings  the  respiratory  curve  was  more  noticeable 
than  usual. 

In  2  cases  the  tracings  were  irregular,  the  heart's  action 
being  rapid  and  tumultuous.  The  tension  in  both  these 
cases  was  low. 

Goitre  was  present  in  70  per  cent,  of  the  cases  in  which 
the  tension  was  low. 

Goitre  was  present  in  50  per  cent,  of  the  cases  in  which 
the  tension  was  normal. 
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Goitre  was  present  in  33*3  per  cent,  of  the  cases  in 
which  the  tension  was  high. 

The  greater  number  of  the  cases  which  were  of  less 
than   twelve   months'  duration  at    the    time  the   tracings 
were  taken   came  under   the   classes  of   normal  and  low 
tension. 

Sugar  in  urine. — In  2  cases,  the  one  a  trace,  the  other 
a  fair  quantity. 

Albumen  was    not   found    in   any    case.       The   greater 
number  were  examined. 
Menstruatio7i . — 

Menopause  two  years  ago         ...        1 
Severe  periodic  headaches        ...        1 
Ceased  for  six  months  from  date  of  gastric 
symptoms  .....        1 

Ceased  at  commencement  of  symptoms,  but 
returned  ......        1 

Scanty  shortly  before  symptoms        .  1 

Irregular       ......        2 

A  large  number  were  fussy,  agitated,  and  restless,  and 
this  was  very  noticeable  when  they  were  taken  in  batches 
to  get  pulse  tracings. 

9.    Sequence  of  Symptoms. 

In  the  18  cases  in  which  both  goitre  and  exophthalmos 
were  present,  the  goitre  preceded  the  exophthalmos  by 
two  years,  one  year,  and  six  months  respectively  in  3 
cases  ;  goitre  and  exophthalmos  synchronous  in  2  cases ; 
exophthalmos  first  noted  by  patient  in  1  case. 

In  the  majority,  the  patients  were  quite  unconscious  of 
the  presence  of  the  goitre,  and  hence  could  not  tell  us 
whether  the  exophthalmos  or  goitre  came  first. 

10.   Progress  of  Cases. 

Eight  cases  improved  or  got  well  in  9,  12,  14,  18, 
26,  36,  39  months  and  6  years  respectively.  Seven 
cases  were  unchanged  in  12,  18,  24,  36,  39,  41,  and  46 
months  respectively,  and  one  case  became  worse  in  13 
months. 
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Tabulated  deti 


No.  i  Clinique. 

Name,  age, 

Protrusion  of  eyes. 

Goitre. 

Vision  and 
refraction. 

State  of  fund 

1 

Dr. 

Rehecca 

Slight,  bilateral 

None 

R.  18  J.. 

Normal;  no  s 

Little's, 

H., 

opacity  of 

taneous      art 

162,  vol.  i 

20, 
single 

cornea ; 
L.^«^,H.5D. 

and  some 
astigma- 
tism 

pulsation 

2 

Dr. 

Margaret 

Bilateral 

1 
Double,  but  %  each  eye,  i  Physiological 

Glas- 

H., 

more         H.  m.  1  D.  |  pingjspontar 

cott's. 

36, 

marked  on 

venous  pulse 

163,  vol.  i 

married 

right  side 

no  arterial  p 
tion;   slight 
mentary  disp 
ment  at  edg 
discs 

3 

Dr. 

Mary  S., 

Slight,  bilateral 

None, 

■R    6 

Normal ;  no  p 

Glas- 

21, 

slightly 

no  H.  m. ; 

tion    of  veir 

cott's, 

single 

increased 

L.^  +  75D. 

arteries 

164,  vol.  i 

pulsation  of 
carotids 

=  1  vix 

4 

Dr. 

Jane  L., 

Right  eye  only  affect- 

Doubtful 

R.  16  J.  at 

Normal ;    no 

Little's, 

22, 

ed  ;    protrusion    well 

enlarge- 

6", highly 

rial  pulsatioi 

166,  vol.  i 

single 

marked ;    no   retrac- 
tion   of     upper    lid, 
which  follows  move- 
ments of  eye  down 

ment  of 
thyroid 

myopic ; 
L.IJ.  at  6" 
■^^  mixed 
astigma- 
tism 

5 

Dr. 

Sarah  A., 

Bilateral,well  marked ; 

Slight 

R.  &L.««^, 

Normal ;    no 

Little's, 

23, 

retraction    of    upper 

bilateral  j 

-1D.  =  | 

rial  pulsatioi 

167,  vol.  i 

married 

lids 

slightly 

increased 

pulsation  of 

carotids 

6 

Dr. 

Duella 

Bilateraljvery  marked ; 

Bilateral 

R.  &  L.  1, 

Normal ;    no 

Little's, 

T., 

retraction   of    upper 

and  pretty 

no  H.  m. 

rial  pulsatioi 

169,  vol.  i 

24, 
single 

lids 

large ;  well 
marked 
thrill; 
pulsation 
of  carotids 
increased 
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,ses. 


Onset  of  symptoms. 


General  health. 


Easily  frightened,  and 
very  nervous ;  sears  at 
angles  of  mouth;  teeth 


years  ago  was  under  treatment  for 
r  of  right  cornea  ;  10  months  ago  had 
ralgia,  mostly  right  side  of  face  ;  was 

ed  one  week  with  severe  and  frequent    suspicious    of    conge 
liting;  no  diarrhoea  ;  on  one  occasionj  nital  syphilis;  anaemic; 
power  of  speech  and  right  side  of!  cai'diac murmur;  men- 
y  for  a  few  minutes  j  struation  regular 

•e  4  years ;  protrusion  of  eyes  3  years  ;!Distinct  mitral  systolic 
illness  in  particular;  used  to  weigh 
it.,  now  only  about  10^ 


3  projection  of  eyes  and  slight  dim- Heart-sounds  normal; 
1  of  sight  since  rheumatic  fever  6  ankles  swelled  occa- 
iths  ago 


projecting  3  months,  some  uneasiness 
pain;  always  short  sighted;  great 
I  of  reading  and  writing;  never  worn 
;ses ;  abscess  of  throat  4  years  ago 


sionally 


Subject  to  sore  throat 
for  4  years;  heart 
sounds  normal 


prominent     6    months;     frequent! Diarrhoea ;      sugai" 
icks  of  diarrhoea;  throat  been  a  little    urine;  diabetes  6  to 
iful,  but  not  aware  of  goitre  months;  dropsy  of  legs. 

jMai'ried     9     months ; 

menstruation  still  re 

gular 

ptoms   came   on   2    years   ago   after  Trace  of  sugar  in  urine, 
re    gastric    illness;    vomiting,    pain    sp.  gr.  1030 
iveen  shoulders ;    in  bed    one  week ; 
some  of  her  hair;    her  breasts  got 
If  large,  and  remained  so 


Treatment  and  progress. 


In  26  months  Stellwag 
and  Graefe's  signs  ab- 
sent. 


Quinine  and  iron. 


(1).  Mist.  Ferri  Co. 
(2).  Brom.  of  potassium. 
(3).  Quinine  and  iron. 
Distinct     improvement 
in  14  months. 

Iron.    Condition  of  eye 
unchanged. 


Hydrobromie  acid.  Con 
fined  12  months  after 
first  visit. 


(1).  Iron  for  12  months 
no  improvement. 
(2).  Hydrobromie  acid. 
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No. 


Clinique. 


Dr. 

Little's, 
172,  vol.  i 


Name,  age, 
&c. 


James  C. 
52, 

single  ? 


10 


11 


12 


13 


Dr.  Glas 

cott's, 
173,  vol.  i 


Dr.  Glas 

cott's, 

174,  vol. 


Dr. 

Little's, 
175,  vol.  i 


Dr. 

Little's, 
176,  vol.  i 


Dr. 

Little's, 
177,  vol.  i 


Dr. 

Little's 
181,  vol.  i 


Protrusion  of  eyes. 


Bilateral;  well- mark 
ed  retraction ;  very 
troublesome  injection 
of  eyes ;  no  loss  of 
consensual  move 
ments  of  upper  lids 


Goitre. 


None 


Eliza  B.,  Slight,  double 

44, 
married 


Jane  T., 

40, 
single 


Mary  M. 
16, 

single 


Bilateral 


Vision  and 
refraction. 


R.  &  L.  §, 
H.m.  2-5  D. 


Normal;    no 
rial  pulsatioi 


Betsy  L. 
25, 

single 


Mary  M. 
24, 

single 


Bilateral;  upper  and 
lower  lids  retracted ; 
sclei'otic  exposed, 
above  2'",  below  4'" 


Bilateral;  sclerotic  ex 
posed  above  and  be 
low;  lids  follow  move 
ments  of  eyes  ;  en 
larged  veins  at  exter 
nal  angles,  especially 
left 

Bilateral ;    upper  lids 
just    reach    cornese 
lower  lids  fall  short 
by  3'" 


None; 

increased 

pulsation  of 

carotids 


Bilateral ; 
marked 
thrill  in 
carotids, 
especially 
left 

Well- 
marked 
bilateral 


Elizabeth 

W., 

35, 

married 


Bilateral ;  projection 
1"  ;  no  "  staring 
eflfect ;"  upper  lids 
not  retracted,  but 
sclerotic  exposed  be 
low  cornesa 


Bilateral 


None 


Bilateral, 

with 

marked 

thrill 


R.  &  L.  f ,  Normal ;  sj 
H.m.  1  D.  neous  veuou 
sation,  but 
arterial 


R.  &  L.  I, 
no  H.m. 


R.  &  L.  I, 
M.  1-5  D. 


R.  16, 

myopic, 

divergent 

squint. 

^^^ 

-1'25D. 


R.  &  L.  |, 
no  H.m. 


R.  &  L.  §, 
no  H.m. 
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Onset  of  symptoms. 


3  on  3  years  ago  gradually  after  severe 
rer  complaint;"  he  had  jaundice 


jction  of  eyes  6 — 9  months,  with  un 
ifortable  pricking  sensation  like  sand 
hem 


ptoms  came  on  12  months  ago;  no 
ticular  illness,  only  "  a  cold,"  and  has 
a  treated  apparently  for  conjunctivitis 


ptoms  came  on  3  years  ago;  no  par 
liar  illness,  but  for  last  2  or  3  years 
often  vomited,  especially  after  severe 
ghing,  to  which  she  is  subject 


[ve  months  ago  after  "  gastric  fever 
•rhoea    and    vomiting ;    was    in   bed 
eeks ;  goitre  not  noticed  so  soon  as 
eye  symptoms 


projecting  for  8  months;  menstrua 
I  scanty  for  some  time  before  this; 
jastric  symptoms  ;  throat  been  much 
xed 


3  on  after  severe  vomiting  and  pros- 
ion 


General  health. 


Poor  health  for  11 
months.  4  children — 
2  died  young,  aged  2 
and  3  years;  2  alive 
and  strong,  aged  16 
and  17.  Urine  1020, 
no  albumen. 

Pale,  anxious  expres- 
sion ;  apex-beat  diffuse, 
sti'ong ;  rough  aortic 
systolic  bruit,  best 
heard  at  aortic  carti- 
large;  urine  normal 

Anasmic  murmur  pro 
pagated  along  vessels ; 
often  feels  as  if  she 
would  be  choked 


Mitral  systolic  murmur 


Ansemic  murmur ;  apex- 
beat  heaving ;  green- 
ish pus  hanging  on 
back  of  throat 


Heart's  action  tumult- 
uous ;  pulse  133 ;  no 
valvular  lesion ;  has  2 
children 


Treatment  and  progress. 


Bromide  of  potassium. 
In  over  3  years  the 
injection  had  gone; 
eyes  much  as  before; 
caruncle  of  left  eye 
swollen,  red,  and  pro 
minent;  still  Stellwag's 
but  no  Graefe's  sign 
present. 


Pot.  Brom.  In  3  years 
wrote  to  say  her  eyes 
were  nearly  quite  well 


(1).  Iron  for  3  years ; 
got  much  worse. 

(2).  Hydrobromic  acid; 
in  41  months  wrote  her 
eyes  were  no  better. 

(1).  Iron. 

(2).  Blisters,     quinine, 

and  iron. 
(3).  Liq.  arsenicalis. 
In  13  months  eyes  more 
prominent  than  ever 


Iron  and  digitalis.  Mar 
ried  18  months  after 
first  visit. 


Iron  and  digitalis.  In 
20  months  marked  im- 
provement in  goitre 
and  eyes,  and  in  3 
years  and  3  mcuths 
she  wrote  to  say  her 
eyes  had  been  (juite 
well  for  some  timt . 
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No. 


14 


15 


16 


17 


18 


19 


20 


21 


Cliuique. 


Dr.  Glas- 

cott's, 
182,  vol.  i 


Dr. 

Little's, 
185,  vol.  i 


Dr.  Glas- 

cotfs, 
37,  vol.  ii 


Dr.  Glas- 

cott's, 
64,  vol.  ii 


Dr. 

Little's, 
102,  vol.  ii 


Dr. 

Little's, 
120,  vol.  ii 


Dr.  Glas- 

cott's, 
130,  vol.  ii 


Dr. 

Little's, 
262,vol.ii 


Name,  age, 
&c. 


Harriet 

N., 

30, 
married 


Protrusion  of  eyes. 


Bilateral     and      very 
marked 


Maria  B.,' Bilateral, 
29, 
single  ? 


Goitre. 


Priscilla 
J., 

20, 
single 


Mary  J. 

29, 
married 


Elizabeth 
B., 
24, 

single 


Ellen  P., 
31, 

single 


Minnie 

B., 

21, 
single 


Albert  T. 

21, 

single 


and  very! 
marked  retraction  of 
upper  lids  ;  very 
marked  "  staring 
effect  " 


Bilateral ; 
effect " 


Bilateral ; 
effect " 


staring 


"  staring 


No  protrusion ;  retrac- 
tion of  upper  lids 


Bilateral ;     retraction 
well  marked 


Bilateral,  slight 


Left  eye,  distinct  pro 
trusion ;  slight  but 
equal  diminution  of 
movements  in  every 
direction;  some  slight 
injection 


Right  lobe 


Bilateral ; 
increased 
pulsation 
of  carotids 


Slight 


Small,  but 
distinct 


None ; 
increased 
pulsation 
of  carotids 


Vision  and 
refraction. 


L.f, 
no  H.  m. 


R.  &  L.  |, 
no  H.  m. 


R.  &  L.  f , 
no  H.m. 


R.&L.^, 
no  H.  m. 


Slight 
fulness 

R.&L.f 
H  =  1D. 

Rather 

R-i 

large 
bilateral 

no  H.  m., 

L.  fingers, 

opacity  of 

cornea, 

high  M. 

None 


R.  &  L.  g, 
no  H.  m. 
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Onset  of  symptoms. 


Good  deal  of  headache'Mist.  Ferri  Co. 
lately  ;  2  healthy  chil- 
dren 


year  no  illness 


iptoms  came  on  12  months  ago ;  had 
ere  "  illness  in  head  "  3  months  before 
;h  vomiting  and  purging 


nds  have  noticed  her  eyes  projecting 
12  months ;  suffered  from  vomiting, 
isea,  and  headache.  On  inquiry  the 
iness  appears  to  have  been  present  for 
irs,  but  to  a  much  lesser  extent 

ent  conscious  of  eyes  bulging  forward 
I  neck  swelling  for  some  months ;  no 
less  in  particular  j  has  had  a  great 
il  of  reading  and  sewing  to  do 


iplained  of  eyes  for  2  years ;  she  had 
:n  bilious  attack  with  vomiting.  When 
!  came  up  to  the  desk  I  said,  "  There 
I  case  of  Graves's  disease  without  ex- 
ithalmos  and  without  goitre,"  the 
idition  being  evidenced  by  her  peculiar 
•vous  "  fussy  "  behaviour 

friends  noticed  her  eyes  for  6  months  ; 
vomiting ;  been  in  poor  health  for 
months  ;  felt  languid  and  lost  flesh 


nds  noticed  her  eyes  for  6  months  ; 
;k  swelling  for  12  mouths  ;  no  gastric 
nptoms;  nervous  debility  and  sleep 
mess  for  some  months  and  pains  in 
id 


L  fever  when  6  years  of  age,  and  since  No     gumboil    or     bad 


General  health. 


Treatment  and  progress. 


Good ;  mitral  systolic 
bruit ;  sufEers  from 
palpitation 


Menstruation  irregular, 
usually  about  every 
6  weeks  ;  ill  2  days  ; 
heart-souuds  normal 


Palpitation  j  2  children 


Heart's  action  very 
rapid  with  grating  1st 
sound  at  aortic  carti- 


Bowels  costive ;  tongue 
has  white  fur  ;  no  al- 
bumen or  sugar 
urine 

Menstruation  irregular 


3n  the  left  eye  has  been  subject  to 
ds ;  the  bulging  of  the  eye  was  noticed 
a  friend  only  a  few  days  ago 


teeth ;  no  blow,  rather 

deaf    on     left    side 

heart-sounds  normal 


Iron  and  digitalis.  In 
18  months  eyes  and 
goitre  as  before. 


Retraction  went   away 
completely  in  a  year. 


(1).  Quinine  and  iron 

(2).  Pot.  Brom. 

(3).  Mist.  Rhei  Co. 

In  18  months  just  a 
trace  of  retraction  in 
R.,  none  in  L.,  no  loss 
of  consensual  lid  move- 
ment ;  goitre  much 
less,  worst  in  right 
side. 

In  9  months  eye  nearly 
if  not  quite  better. 
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No. 


22 


23 


24 


25 


26 


27 


Clinique. 


Name,  age. 
&c. 


28 


Dr.  Glas- 

cott's, 

283,  vol.  ii 


Dr. 

Little's, 
297,vol.  ii 


Dr. 

Little's, 
341,vol.ii 


Dr. 

Little's, 
396,vol.ii 


Dr.  Glas 

cott's, 

470,vol.  ii 


Ann  M., 
married 


Ann  S., 

43, 
married 


Protrusion  of  eyes. 


Right  eye 


Bilateral;  marked  re 
traction  of  upper 
lids,  and  exposure  of 
sclerotic  on  looking 
down 


Goitre. 


Right  side 


None 


Mary  L.,  Bilateral  j  marked  re- 


50, 
married 


traction,  no  exposure 
of  sclerotic  on  look- 
ing down 


Jane  N.,  Right       eye  ;      well- 
33.         marked  retraction  in 
married     right  eye 


Mary  J., 
23, 

single 


Dr. 

Little's, 
485,vol.  ii 


Dr. 

Griffith's, 
489,vol.  ii 


Joseph 

L., 

50, 
married 


Retraction    of 
lids,  each  eye 


uppei 


Left  eye ;  retraction 
of  upper  lid  which 
does  not  follow  eye 
downwards 


Elizabeth  Bilateral  retraction  of 
R.,      I   upper  lids 
21, 

single   I 


None 


None 


None ;  pul 
sation    of 
carotids 
increased 


None 


Vision  and 
refraction. 


State  of  fundi. 


R.  -  1*5  D.  Normal,  no  pul 
cyl.  horiz.       tion 

6 

L.  -  1  D. 

sph.  =  I 


R.  &  L.  ■^,  Normal,    no    ar 

dilated.  Noi  rial  pulsation,  1 

error  of       venous  pulse  f  £ 

refraction      ly  well  marked 


Rather 
larger  on 
right  side 


L.  f, 
no  H.  m. 


Normal,  no  pul 
tion 


Normal,  no  pu] 
tion 


Veins  very  "  cc 
screw."  No  j 
sation 


R.  +  -5  D. 
sph.O  +  2-5 
D.  cyl.  =  I 
L.  -  -5  D 
sph.O  +  2D 

cyl-  =  T2 

■R      6 
L.  A. 

dilated ;  no 

error  of 

refraction, 

charts  of 

fields  of 

vision  and 

colour,  p.  1. 

normal 

R.  -  3  D. 

cyl.  =  A 

vix.  nebula 
of  cornea. 
L.  -  3D 
sph.  =  ^ 


R.  &  L.  §,    Normal,  no  pu 
no  H.  m.       tion 


Normal,  no  pu 
tion 
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Onset  of  symptoms. 


'  years  ago  had  "  Graves's  disease,"  both 
yes  and  both  sides  of  neck  were  affected ; 
ymptoms  came  on  after  mental  anxiety 
y^ith  vomiting  and  diarrbcea ;  the  left 
ye  got  better  6  years  ago 


General  health. 


Married  18  years,  had 
8  children,  two  alive 
and  healthy,  five  still- 
born, and  one  died 
aged  5  months 


'ere  noticed  when  attending  hospital  for  Cardiac     hypertrophy  ; 
light  corneal  ulcer  of  right  eye  ;  patient'   mitral  and  aortic  sys- 


ras  not  aware  of  anything 


,  eye  prominent  3  months,  left  3  weeks ; 
toticed  by  her  friends 


ight  eye  "  looked  queer  "  for  6  months, 
lut  especially  last  fortnight 


yes  were  too  big  for  2  years  or  more ; 
iarrhcea,  cough,  and  expectoration 


tolic  murmurs,  second 
sound  normal ;  health 
quite  good 


No  albumen  or  sugar  in 
urine  ;  heart  normal ; 
menopause  2  years 
ago.  Flushes  up  very 
often,  pain  in  head; 
continually  sees  some- 
thing fluttering  before 
her  eyes 

Heart  normal;  pain  at 
back  of  eye 


ght  bad  last  6  weeks,  had  feeling  as  if  Heart  and  lungs  nor-  Cough  medicine ;  in  one 


Treatment  and  progress. 


The  other  eye  was  af 
fected  years  ago,  but 
got  better  in  6  years 


Strychnine  ;  in  8 
months,  vision  f  each 
eye.  Slight  ulcer  of 
left  eye,  soon  got  bet- 
ter. Graefe  and  Stell- 
wag  signs  still  present, 


mal,  but  looks  phthisi- 
cal. No  albumen  or 
sugar  in  urine ;  had 
distinctly  hysterical 
attack  when  throat 
being  examined ;  men- 
struation regular 


■lends   noticed    the    left    eye   protrud-i  Slight   aortic    regurgi- 
Qg  for  about  6  months ;  no  illness  since'  tant  bruit 
,877,  when  he  had  inflammation  of  the 
angs 


fter  gastric  illness 


aitre  3  years;  eyes  for  about  9  months  Nervous  fussy  beha- 
viour ;  menstruation 
ceased  from  date  of 
illness  up  to  3  months 
ago 


mouth  R. 
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No. 


29 


30 


31 


32 


Clinique. 


Dr. 

Little's, 
497,vol.  ii 


Dr. 

Little's, 
498,  vol.  ii 


Name,  age, 
&c. 


Dr. 

Glas- 
cott's 


Dr. 

Glas- 
cott's 


Alice  A., 
36, 

single 


Rebecca 
C,  20, 
married 


Sarah  B. 
35, 

single 


Sarah 
Ann  P., 

19, 
single 


Protrusion  of  eyes. 


Left  eye ;  retraction 
of  upper  lid  and  loss 
of  consensual  move- 
ments very  marked 

Right  eye;  reti'action 
fairly  marked,  but 
the  most  marked  loss 
of  consensual  move- 
ments of  lid  I  have 
ever  seen 


Retraction  of  upper 
lids ;  both  eyes  well 
marked ;  also  some 
loss  of  mobility  in 
lids  when  looking 
down 


Marked  bilateral  pro- 
trusion ;  retraction 
of  upper  and  loioer 
lids ;  upper  lids  follow 
globes  downwards 
perfectly  for  a  certain 
distance  and  then 
cease  to  move  further 


Goitre. 


None 


Slight,  but 
fairly  dis- 
tinct, es- 
pecially on 
right  side 


None; 

marked 

throbbing 

of  carotids 


Rather 
large  bi- 
lateral and 
pulsatile 


Vision  and 
refraction. 


L.|, 
no  H.m. 


R.  and  L.  f , 
H.m.  -SD.; 

after  atro- 
pine read 
f  c  -(-  -5  D., 
a  little 
sharper 
with  left 
eye 


R.  and  L.  |, 
no  H. 


R.  and  L.  f 
no  H.m. 


State  of  fundi. 


Normal;  no  venoi 
or  arterial  pulsi 
tion 


Normal ;  no  puis; 
tion 


Normal ;    no  art( 
rial  pulsation 


.Normal ;  hype: 
ajmic  discs ;  i] 
arterial  pulsatio 
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Onset  of  symptoms. 


Velve  months ;  had  typical  gastric  ill- 
ness ;  sometimes  "  vomited  all  through 
the  night " 


i'atient  observed  the  eye  had  a  staring 
appearance  when  looking  in  the  glass  3 
months  ago 


Heart-sounds  normal ; 
flushes  up  when  speak- 
ing often. 


Complains  of  palpita- 
tion a  good  deal ; 
heart-sounds  normal ; 
married  6  months ; 
menstrual  periods  still 
continue ;  she  does  not 
lose  a  great  deal  of 
blood,  but  sufi"ers 
good  deal  from  head- 
ache j  no  gastric  sym^ 
ptoms ;  is  not  preg 
nant. 


ler  mother  noticed  patient  looked  "  wild  Heart-sounds  normal ; 
and  staring"  for  12  years;  "liver  com-  tongue  red,  raw,  dry, 
plaint ;"  did  not  vomit,  but  had  feeling  and  cracked  (chronic 
of  nausea ;  no  jaundice  indigestion);    subject 

to  fits  for  17  years; 
falls  down  and  becomes 
unconscious  three 
four  times  in  a  month 
or  once  in  two  or  three 
months;  menstruation 
regular  since  age  of 
14 ;  urine  loaded  with 
lithates. 


General  health. 


Her  eyes  have  been  prominent  and  her 
neck  swollen  for  2^  months ;  no  acute 
gastric  illness,  but  a  fortnight  ago  she 
vomited  up  her  breakfast ;  her  men 
struation  ceased  at  date  of  commence- 
ment of  eye  symptoms,  but  reappeared 
3  weeks  ago 


Treatment  and  progress. 


Heart-sounds  normal, 
but  rapid  "  rheumatic 
pains  "  in  legs ;  brown 
pigmentary  discoloura- 
tion of  eyelids ;  is  very 
nervous  and  agitated; 
"  nervous  and  easily 
frightened." 
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Thirty-eight  cases  of  exophthalmic  goitre,  with  remarks. 
By  Samuel  West,  M.D. 

The  thirty-eiglit  cases  upon  which  this  contribution  to 
the  discussion  is  based  have  been  collected  chiefly  from 
the  records  of  St.  Bartholomew's  Hospital  during  the  last 
few  years,  to  which  have  been  added  others  which  have 
been  under  my  own  observation  at  the  Chest  Hospital, 
Victoria  Park,  and  at  the  Royal  Free  Hospital. 

Short  abstracts  of  these  cases  are  appended  to  the  paper. 
In  considering  them  I  shall  devote  attention  specially  to 
the  points  which  have  been  proposed  for  discussion  by  the 
Council. 

Relative  frequency  of  the  disease. — It  is  very  difficult  to 
determine  this,  and  it  can  be  done  only  by  reference,  I 
think,  to  out-patient  practice.  I  find  that  out  of  3179 
cases  which  passed  through  my  hands  while  in  charge  of 
the  out-patient  department  at  Victoria  Park,  only  three 
cases  of  exophthalmic  goitre  came  under  observation,  that 
is  to  say  about  one  case  out  of  every  1000. 

The  age. — The  accompanying  table,  compiled  fi'om  the 
statistical  tables  of  St.  Bartholomew's  Hospital  for  the  last 
fourteen  years,  show  that  the  disease  is  one  to  which  early 
adult  life  is  especially  liable,  two  thii'ds  of  the  cases  occur- 
ring before  the  age  of  thirty. 

—30.  —40.              —50,  —60.  Total. 

M.        F.  M.       F.        M.        F.  M.      F.  M.        F. 

1       26  ...  2       7  ...  0      5  ...  0      2  ...  3      45 

0        1  ...  0      0  ...  0       1  ...  0      0  ...  0        3 


—20. 

M.       F. 

Discharged  .. 

.     0       5   . 

Died 

.     0       1   . 

06        127        27        06        02  51 

The  sex. — The  disease  is  extremely  rare  in  men.      Three 
cases  are  found  in  this  table  out  of  a  total  of  fifty-one,  but 
I  think  that  this  proportion  is  above  the  average. 
The  symptoms. — The  three  cardinal  symptoms  are  : 
1.    Enlargement  of    the  thyroid;   2,   exophthalmos;    3, 
palpitation. 
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It  is  stated  by  Guttmann  that  these  symptoms  usually 
appear  in  the  following-  order  :  Ist,  palpitation,  2ndly, 
thyroid  enlargement,  3rdly,  exophthalmos.  Analysis  of 
these  cases  does  not  support  this  view.  Out  of  the  thirty- 
eight  cases  abstracted  these  symptoms  all  appeared  at  the 
same  time  in  six.  The  enlargement  of  the  thyroid  was  the 
first  to  appear  in  eight  cases  alone,  and  in  two  more  with 
palpitation  and  in  one  more  with  exophthalmos,  making 
eleven  in  which  it  occurred  first  of  all.  Palpitation 
appeared  alone  and  first  in  nine  cases,  besides  the  two  in 
which  it  was  associated  with  enlargement  of  the  thyroid 
and  in  one  more  with  exophthalmos.  Exophthalmos  came 
first  and  alone  in  four  cases  and  in  two  more  was  associated 
with  palpitation,  and  in  one  more  with  thyroid  enlargement. 
Palpitation  and  thyroid  enlargement  were  cotempo- 
raneous  in  appearance  in  three  cases,  exophthalmos  and 
thyroid  enlargement  in  three.  Exophthalmos  and  palpi- 
tation in  four. 

From  these  facts  it  is  clear  that  there  is  great  irregu- 
larity in  the  relative  time  and  appearance  of  the  cardinal 
symptoms.  All  we  can  say  is  that  exophthalmos  is  usually 
a  later  symptom. 

As  to  Graefe's  sign  evidence  is  not  sufficient  to  justify 
any  conclusion,  but  it  seems  to  occur  usually  after  exoph- 
thalmos has  existed  some  time. 

The  thyroid. — In  fifteen  cases  the  notes  state  that  the 
enlargement  was  not  uniform  but  more  marked  upon  the 
right  side. 

In  two  cases,  14  and  19,  the  enlargement  was  almost 
confined  to  this  side.  There  is  no  instance  in  these  cases 
in  which  the  left  side  was  the  larger.  The  history  states 
that  in  four  cases  the  right  side  was  the  first  to  show 
enlargement  (Cases  2,  4,  26,  27),  and  in  one  (Case  11) 
the  left,  but  in  this  case  also  the  enlargement  at  the  time 
of  observation  was  most  marked  on  the  right  side.  In 
nearly  all  the  remaining  cases  the  enlargement  is  stated 
to  have  been  symmetrical. 

Variations  in  size  of  the  thyroid  are  of  very  frequent 
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occurrence  in  tlie  course  of  the  disease  without  any  assign- 
able cause. 

In  Case  37  a  marked  decrease  in  size  occurred  after  an 
attack  of  acute  pneumonia,  and  in  Case  31  the  enlarge- 
ment entirely  disappeared  under  observation  and  had  not 
returned  some  months  later. 

Thyroid  pulsation,  thrills,  and  murmurs  need  not  be 
referred  to,  for  they  are  almost  constant.  Complaint  was 
made  of  difjiculty  in  swaUotuing  in  a  few  cases,  but  in  none 
was  dysphagia  severe.  Difficulty  in  swallowing  increased 
by  exertion,  was  a  common  complaint,  but  it  is  doubtful 
whether  pressure  upon  the  trachea  is  the  correct  explana- 
tion in  most  of  them.  In  none  of  the  present  series  of 
cases  was  tracheotomy  necessary. 

In  two  cases  the  thyroid  appeared  to  extend  into  the 
thorax,  for  dulness  was  found  beneath  the  manubrium 
sterni  ;  but  in  one  of  these  cases,  to  be  afterwards  referred 
to,  in  which  death  occurred,  a  large  thymus  was  found. 

Pains  over  the  thyroid,  throbbing  and  sometimes  stab- 
bing in  character,  are  commonly  complained  of  and  are 
perhaps  due  to  tension. 

It  is  difficult  to  separate  the  complaint  of  throbbing-  in 
the  thyroid  from  carotid  'pulsation,  and  I  have  no  facts  to 
state  as  to  the  time  of  appearance  of  the  one  as  distin- 
guished from  the  other.  But  carotid  pulsation  is  noted 
as  observed  in  the  great  majority  of  cases. 

The  eye. — Exophthalmos,  as  has  been  stated,  seems  to  be 
a  later  symptom  usually,  but  in  Case  5  it  was  present  for 
one  year  before  the  thyroid  enlargement  developed,  but 
in  association  with  palpitation  and  dyspnoea,  and  in  Case 
7  it  occurred  one  month'  before  the  goitre,  and  palpitation 
did  not  arise  till  eighteen  months  later  still. 

In  Case  18  it  existed  for  a  short  time  and  then  dis- 
appeared. 

In  Case  24,  after  goitre  had  lasted  for  two  years,  exoph- 
thalmos appeared,  but  disappeared  again  after  a  month's 
time. 

In  Case  15  palpitation  had  existed   for  four  years  and 
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goitre  for  nine  months,  but  exophthalmos  was  and  had  been 
absent. 

Graefe's  lid  sign  appears  not  to  be  very  common,  for  it 
is  often  absent  in  well-marked  exophthalmos.  It  is  noted 
as  present  in  seven  of  the  present  series  of  cases  (14,  20, 
21,  22,  27,  31,  36).  Graefe  regards  it,  I  think,  as  rare, 
and  it  is  remarkable  that  out  of  fourteen  cases  in  which 
he  observed  it,  ten  were  males,  a  very  extraordinary  pro- 
portion considering  the  great  relative  rarity  of  exophthal- 
mic goitre  in  men. 

Even  in  the  most  marked  of  these  cases  the  lids  could  be 
closed  by  an  effort,  but  did  not  close  completely  during  sleep. 

In  only  one  case  was  conjunctivitis  observed,  and  then 
it  was  not  severe.  I  remember  another  case  not  included 
in  this  series,  in  which  conjunctivitis  was  double  and 
severe,  but  it  yielded  readily  to  an  astringent  lotion  and 
protection. 

The  'pupils  are  almost  always  equal ;  but  in  Cases  7  and 
35  they  were  unequal,  in  both  cases  the  left  being 
slightly  the  larger.  In  one  of  these  they  were  remarkably 
easily  affected  by  atropine,  which  was  administered  by  the 
mouth. 

Graefe  states  that  the  pupils  are  never  dilated.  This 
is,  I  believe,  incorrect.  In  one  case,  9,  at  any  rate  they 
are  described  as  somewhat  dilated.  This  is  a  fact  of  some 
little  importance  as  bearing  upon  the  theory  of  the  disease. 
The  eyesight  is  rarely  affected,  but  in  Case  36  there  was 
difficulty  in  reading  and  sewing  by  gaslight,  but  no  note 
is  made  of  the  refraction  in  this  case. 

In  Case  31  there  seemed  to  be  a  little  ptosis  of  both 
sides,  and  in  Case  22  patient  complained  of  occasional 
diplopia,  for  which  no  cause  could  be  found,  and  one  year 
later  persistent  crossed  diplopia  had  developed,  with  an 
external  squint  of  the  left  eye. 

No  retinal  change  was  observed  except  some  fulness  of 
the  veins  in  a  few. 

Vascular  symptoms. — Besides  cardiac  and  carotid  pulsa- 
tion, pulsation  was  sometimes  complained  of  elsewhere,  as 
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in  the  epigastrium  (Case  28)  or  in  the  abdomen  (Case  30). 
Flushings  of  face  and  body  were  occasional  symptoms, 
and  perhaps  the  attacks  of  giddiness,  which  were  some- 
times distressing,  may  have  been  due  to  vascular  turges- 
cence  within  the  cranium. 

Nervous  symptoms. — The  most  interesting  phenomena 
of  this  disease  are  those  connected  with  the  nervous 
system  :  first,  a  miscellaneous  group  of  what  may  be  called 
sympathetic  disturbances;  and  secondly,  definite  recognised 
nervous  affections,  which  are  met  with  in  association  with  it. 

Stjmpathetic  disturbances  : 

1.  Attacks  of  profuse  siveating  (5,  6,  7,  35). 

2.  Attacks  of  profuse  uncontrollable  diarrhoea  beginning 
and  ending  without  apparent  cause,  and  hardly  amenable 
to  treatment  (6,  8,  12,  15,  19,  22,  24). 

3.  Attacks  of  vomiting  (7,  9,  15,  19,  20,  36). 

4.  The  appetite  was  often  capricious  or  ravenous  (6,  12). 

5.  The  urine  was  often  copious,  sufficient  to  speak  of 
as  polyuria  (6,  22). 

In  one  case  diabetes  melUtus  was  present  (28),  and  in 
three  albumen  occurred,  which  at  times  disappeared  (8, 
11,  19). 

6.  In  Case  7  the  patient  had  attacks  of  "  wringing 
pain"  round  chest  and  in  epigastrium. 

7.  The  general  nutrition  was  notably  impaired  and  the 
patient  anaemic  and  thin.  In  Case  10,  however,  the 
patient  was  obese  ;  this  is  very  rare.  The  hair  turns  grey 
sometimes  (Cases  22,  67)  in  quite  young  persons.  Bron- 
zing of  the  skin,  something  like  Addison's  disease,  existed 
in  Case  5. 

8.  The  temperature  was  oscillating  and  easily  upset  (6, 
7,  8,  11,  19,  37,  38). 

This  may  be  the  same  in  many  cases  as  we  see  in  other 
forms  of  anaemia  and  cachexia.  Usually  it  is  rather  an 
instability  of  temperature,  the  temperature  rising  on  very 
slight  disturbances,  or  without  any,  to  100°  or  100*5°, 
rarely  higher.  But  in  Case  19,  with  headache,  epistaxis, 
diarrhoea,  and  vomiting,  the  temperature  ran  up  to  103-6° 
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on  admission,  falling  the  next  day  to  normal.  In  Cases 
37  and  38,  both  fatal,  and  to  which  reference  will  be 
made,  the  temperature  ran  up  in  one  to  105  the  day 
before  death,  and  in  the  other,  after  ranging  about  101 
and  102°  for  some  days,  suddenly  rose  to  106'2  just 
before  death.  This  latter  case  is  especially  interesting, 
and  resembles  closely  what  is  seen  sometimes  in  spinal  or 
cerebral  affections. 

These  various  sympathetic  symptoms  were,  as  would  be 
expected,  often  associated  together  in  the  same  case.  In 
Case  6  the  hair  had  been  some  time  grey,  although  the 
patient  was  only  42.  She  suffered  from  beating  in  throat, 
neck,  and  epigastrium  ;  the  appetite  was  capricious,  and 
there  was  frequent  diarrhoea  ;  flushings  at  times  followed 
by  profuse  perspirations  without  cause,  and  occasionally 
long  and  uncontrollable  sneezing  fits  ;  the  temperature 
was  irregular. 

Nervous  affections. 

1.  Change  in  manner  and  character  was  common  (8,  13, 
22,  24).  The  patient  had  become  nervous,  irritable,  and 
fidgety,  and  in  one  case  the  friends  described  the  manner 
as  peculiar  and  the  speech  as  strange. 

2.  Somnambulism. — Case  14  was  at  times  somnam- 
bulous. 

3.  Trembling. — In  Case  3  trembling  came  on  with  pal- 
pitation and  goitre,  and  marked  the  commencement  of 
the  illness.  In  Case  35  these  tremors  were  so  severe  at 
times  that  patient  could  hardly  stand. 

4.  Fits. — Case  4. 

5.  Megrim  (6,  36). — Martha  W — ,  set.  42,  had  megrim 
since  seven  years  of  age. 

Louisa  C — ,  set.  24,  had  had  frontal  headache  at  times 
all  her  life,  but  since  her  illness  it  had  been  restricted  to 
right  brow  and  temple,  recurred  every  week,  and  lasted 
for  twenty-four  hours. 

6.  Neuralgia. — Case  7  had  neuralgia  in  hands  and 
face  frequently. 
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7.  Insanity. — Emma  B — ,  fet.  29  (Case  20),  became 
insane  in  the  hospital.      Insanity  existed  in  the  family. 

8.  Chorea. — Hester  S — ,  set.  20  (Case  29),  had  genei-al 
chorea,  while  in  hospital  and  suiiering  from  ophthalmic 
goitre. 

The  only  disease,  other  than  nervous  aifections,  with 
which  exophthalmic  goitre  stands  in  close  relation — and  I 
do  not  know  that  this  relationship  has  been  observed  before 
— is  rheumatic  fever.  In  no  less  than  eight  cases  (2,  7,  11, 
13,  14,  19,  20,  28)  is  there  a  history  of  this  affection. 

Case  2. — Rh.  f.  six  years  before,  palpitation  since, 
worse  for  last  three  months  when  goitre  and  exophthalmos 
developed.      No  distinct  heart  disease. 

Case  7. — Swelling  and  pain  of  ankles  and  feet  two  years 
ago,  laid  up  two  months,  eyes  then  became  prominent ;  this 
was  attributed  by  the  friends  to  the  pain. 

Case  11. — Rh.  f.  nearly  four  years  before  present  illness. 

Case  13. — Rh.  f.  five  yeai^s  before. 

Case  14. — Rh.  f.  two  years  before. 

Case  19. — Rh.  f.  at  eleven  years  of  age,  palpitation  and 
goitre  at  twenty-one,  rh.  f.  a  second  time  at  twenty-two. 

Case  20. — Palpitation  eight  years  ago,  rh.  f.  six  years 
and  three  years  ago. 

Case  28. — Rh.  f.  seventeen  years  before. 

Besides  these,  in  Cases  7  and  30,  there  was  a  history 
of  pains  and  swelling,  probably  rheumatic,  and  in  Case 
34  the  heart  was  greatly  enlarged,  with  evidences  of 
mitral  mischief  of  old  date,  and  in  Case  38  pains  were 
often  complained  of  "  all  over." 

Considering  the  rarity  of  exophthalmic  goitre,  it  is  re- 
markable that  rheumatic  fever  and  rheumatism  should  be 
so  often  associated  with  it,  though  it  is  difficult  to  see  in 
what  relation  they  can  stand  one  to  the  other.  In  con- 
sidering, however,  the  condition  of  the  heart  in  exoph- 
thalmic goitre,  this  relationship  should  be  borne  in  mind. 

There  appears  to  be  no  evidence  in  these  cases  that 
palpitation,  even  of  long  standing,  produces  organic  disease. 
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Dilatation,  and  possibly  some  hypertrophy,  are  present  in 
many,  but  definite  indications  of  organic  disease  are  not 
forthcoming  except  in  a  few  cases  (5,  24,  31),  and  in 
some  of  these  there  is  an  antecedent  history  of  rheumatic 
fever. 

Of  accidental  coraiplicationa  phthisis  may  be  mentioned  as 
occurring  in  two  cases  (12  and  30),  and  gastric  ulcer  in 
one  (23),  and  pneumonia  in  another  (37). 

The  caxise. — In  all  except  eight  cases  no  cause  could  be 
assigned.  The  symptoms  developed  after  a  severe  fright 
in  Case  22  ;  after  the  shock  of  the  sudden  death  of  her 
husband  in  Case  2  ;  after  overwork  in  business,  32  ;  after 
severe  childbirth,  12  ;  after  a  blow  on  the  back  of  the 
head,  28  ;  after  a  blow  on  the  left  side  of  the  chest,  17  ; 
after  a  fit,  the  first  in  life,  5  ;  with,  or  just  before,  rheu- 
matic fever,  34. 

No  constant  relations  can  be  established  between  the 
disease  and  the  catamenia.  Most  of  the  menstrual  irregu- 
larities can  be  explained  by  the  anaemia  which  is  always 
part  of  the  disease.  In  Case  4  the  disease  commenced  at 
the  age  of  fourteen,  at  the  time  of  the  appearance  of  the 
catamenia,  but  they  had  been  always  regular,  except  for 
seven  months  at  the  age  of  eighteen,  when  palpitation  first 
developed.  It  is  the  only  case  which  might  suggest  an 
association  between  the  two  conditions. 

The  further  facts,  that  exophthalmic  goitx^e  occurs  in 
children  before  the  catamenia,  in  women  after  the  climac- 
teric, and  in  men,  are  sufficient  to  disprove,  in  the  absence 
of  positive  evidence,  any  such  association. 

Family  history. — As  it  is  with  nervous  diseases  that 
the  affection  appears  most  closely  allied  in  the  patient,  so 
it  is  also  in  the  family  history.  In  Case  5  the  father  had 
fits  and  died  in  one  ;  in  Case  15  the  father  and  one  brother 
had  fits ;  in  Case  20  the  father  and  brother  committed 
suicide,  and  the  patient  became  insane ;  in  Case  4  a  paternal 
aunt  developed  the  same  affection  at  the  same  age  as  the 
patient,  viz.  fourteen. 

Duration. — Of  this  series  the  longest    duration  was   9 
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years.  There  was  also  one  which  had  lasted  8  years,  one 
6,  three  4  years,  one  3  years,  and  five  2  years.  The 
shortest  under  observation  were  three  cases  of  two  months' 
duration.  In  the  three  fatal  cases  the  exophthalmic 
goitre  had  lasted  4  years,  2  years,  and  3  months. 

Results. — Great  variations  occur  in  the  symptoms  irre- 
spective of  treatment.  Out  of  these  cases  goitre  is  known 
to  have  entirely  disappeared  in  one  (31),  and  the  exoph- 
thalmos in  two  (18,  24).  Inasmuch  as  goitre  is  rarely 
seen  in  the  post-mortem  room,  and  is  also  rarely  of  itself 
fatal,  and  yet,  on  account  of  its  rarity,  would  hardly  escape 
observation,  and  as  it  is  most  uncommon  in  old  people, 
the  conclusion  is  forced  upon  us  that  the  symptoms  must 
subside  and  the  affection  disappear,  but  I  know  of  no 
direct  evidence  in  proof  or  support  of  this. 

Treatment. — The  variations  from  time  to  time  which 
naturally  occur  in  the  symptoms  render  any  conclusion  as 
to  the  value  of  remedies  open  to  question.  All  kinds  of 
remedies  were  tried  in  these  cases,  but  the  result  was 
much  the  same  in  all.  The  only  treatment  about  which 
any  favorable  statement  is  made  is  the  constant  appli- 
cation of  cold  and  pressure  by  means  of  Leiter's  tubes 
(Case  7).  The  treatment  was  throughout  general  and 
symptomatic,  and,  with  improvement  in  general  health 
and  nutrition,  many  of  the  symptoms  were  relieved,  or 
the  strength  of  the  patient  increased  to  bear  them. 

Note. — The  four  most  interesting  cases  are  5,  20,  22, 
and  36.      The  three  fatal  cases  are  28,  37,  and  38. 

Case  1. — Rebecca  T — ,  set.  27,  Elizabeth  Ward,  July  1st, 
1884.  History. — Four  years  thyroid  enlarged  ;  two  months 
exophthalmos,  and  pain  in  the  left  side  of  the  chest  which 
wakes  her  up  at  nig-ht ;  one  month  palpitation.  On  ad- 
mission.— Exophthalmos,  enlarged  thyroid,  heart's  apex  in 
nipple  line,  general  systolic  murmur.  Slight  improvement 
on  discharge. 

Case  2.— Maria  D— ,  set.  39,  Elizabeth  Ward,  July  20th, 
1881.     History. — Twelve  years  ago  palpitation,  severe  for 
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one  montli  after  sudden  death  of  husband ;  then  ceased. 
Six  years  ago  rheumatic  fever,  with  palpitation  since,  which 
has  been  worse  for  last  three  months.  At  this  time,  three 
months  ago  thyroid  swelled,  on  the  right  side  first,  and 
eyes  became  prominent.  Caught  diphtheria  while  in 
hospital,  but  recovered,  and  left  in  statu  quo. 

Case  8. — Maria  N — ,  aet.  42,  Elizabeth  Ward,  July 
25th,  1883.  For  two  years  trembling  and  palpitation  of 
heart  with  enlargement  of  thyroid ;  six  months  eyes  pro- 
minent ;  general  systolic  cardiac  murmur  loudest  at  left 
base ;   left  hospital  in  statu  quo. 

Case  4. — Louisa  C — ,  ast.  23,  Elizabeth  Ward,  October, 
1883,  Nine  years  ago  (at  fourteen  years  of  age)  right  side 
of  thyroid  enlarged  ;  attention  drawn  to  it  by  pain  ;  gradu- 
ally increased  up  to  six  months  ago,  when  the  left  side 
began  to  enlarge,  with  pain  there.  Five  years  ago  (at  the 
age  of  eighteen)  palpitation  of  heart ;  was  out-patient  at 
Victoria  Park  for  it.  One  year  ago  eyesight  became 
weaker,  and  for  the  last  few  months  eyes  have  been 
becoming  prominent,  and  there  has  been  vomiting  and 
diarrhoea  during  the  period.  At  fourteen,  at  the  time  of 
the  enlargement  of  the  thyroid,  the  catamenia  commenced. 
They  have  been  regular  since,  except  for  seven  months  at 
the  age  of  eighteen,  when  the  palpitation  came  on.  A 
paternal  aunt  had  also  a  similar  swelling  since  the  age  of 
fourteen.  Patient  has  one  brother  and  two  sisters 
healthy.  On  admission — Thyroid  much  enlarged,  especi- 
ally on  right  side  ;  loud  systolic  murmur  over  it,  most  on 
right  side ;  large  arteries  of  neck  pulsate  plainly,  but 
temporals  do  not.  Ophthalmoscope  nil.  Treated  with 
iodide  of  potassium,  no  change. 

Case  5. — Eliza  H — ,  set.  24,  single,  Elizabeth  Ward, 
October,  1 884.  Two  years  ago  had  the  first  fit,  since  then  a  fit 
about  once  a  fortnight;  the  last  two  weeks  ago.  In  the  fit  the 
limbs  twitch,  but  patient  is  conscious.  The  fit  lasts  about 
an  hour.      After  the  first  fit  the  eyes  become  prominent, 
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but  the  exoplithalmos  has  remained  stationary.  One  year 
ago  the  thyroid  began  to  swell.  Palpitation  and  short- 
ness of  breath,  with  copious  sweats  since  first  fit  (r.  e.  two 
years) .  Catamenia  absent  since  then  ;  has  had  slight 
attacks  of  rheumatism^  but  never  chorea,  and  a  short 
time  ago  lost  voice  for  fourteen  days.  The  father  died  in 
a  fit,  and  the  mother  is  rheumatic.  In  hospital. — Face, 
nipple,  and  abdomen  somewhat  bronzed.  Complains  of 
pain  in  chest  and  back.  Exophthalmos  not  marked,  but 
right  eye  most  prominent.  Thyroid  enlarged,  chiefly  on 
right  side.  Cardiac  dulness  much  increased.  Apex  in 
fourth  space  one  inch  outside  nipple.  General  systolic 
murmur  aubible  faintly  behind,  and  a  doubtful  aortic 
diastolic  murmur  which  was  not  constant.  Pulse  110, 
"  waterhammer."  No  albumen  or  sugar.  Feet  deformed 
(talipes  equinus) ;  many  small  circular  scars  on  legs.  Patient 
had  two  fits  in  hospital :  cry,  clonic  spasm  of  limbs,  eyes 
fixed,  no  loss  of  consciousness.  Profuse  sweating  after- 
wards and  some  diarrhoea.  Galvanism  of  right  side  of  neck 
daily,  and  Tr.  Digitalis  m.v  ter  die.      Slight  improvement. 

Case  6.— Martha  W— ,  £et.  42,  Faith  Ward,  July,  1881. 
Three  years  palpitation  and  dyspncBa.  Two  years  thyroid 
swelled  with  beating  in  throat.  Megrim  (retching  and 
headache)  since  seven  years  of  age  about  two  to  three 
times  a  week.  Has  been  very  nervous  for  years.  Has 
had  two  children,  last  eleven  years  ago.  Came  complain- 
ing of  swelling  of  neck,  palpitation,  great  dyspnoea,  and 
occasional  swelling  of  legs.  Cardiac  dulness  not  increased. 
General  systolic  murmur,  audible  up  neck  and  over  thyroid. 
Conjunctiva  a  little  suffused.  Moderate  exophthalmos 
equal  on  two  sides,  pupils  equal.  Retina  normal.  Thyroid 
gland  much  enlarged,  most  on  right  side.  The  hair  has  been 
some  time  grey.  Patient  has  a  feeling-  of  suffocation  on 
lying  down.  The  beating  is  sometimes  general,  but 
especially  felt  in  throat  and  neck  and  in  epigastrium. 
The  appetite  is  capricious  and  there  is  frequent  diarrhoea. 
Occasionally  flushings   followed    by   profuse   perspiration. 
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and  at  times  long  sneezing  fits.  Pulse  120  ;  temperature 
irregular,  occasionally  reaching  99''A  .  Chloral  hydrate, 
bromide  of  potassium,  Liq.  Arsenicalis,  and  Tr.  Belladonnte 
was  tried  without  effect. 

Case  7. — Isabella  T — ,  ^t.  32,  Faith  Ward,  February, 
1883.  Married  fifteen  years,  two  children,  no  miscarriages, 
catamenia  regular.  Two  years  ago  had  swelling,  with  pain 
of  ankles  and  feet ;  laid  up  two  months.  Eyes  noticed  to 
be  prominent  and  attributed  by  friends  to  the  pain.  A 
month  after  getting  up,  the  neck  swelled,  and  has  con- 
tinued since  to  enlarge.  Six  months  ago  palpitation  was 
first  noticed.  No  vomiting  or  diarrhoea,  but  since  first 
confinement,  fifteen  years  ago,  has  had  at  times  "  dreadful 
wringing  at  chest,'^  with  vomiting  of  water  like  fluid. 
Patient  is  anaemic,  with  grey  hair.  Thyroid  much  enlarged, 
chiefly  on  right  side.  Pulsation  visible  in  neck.  Heart. — 
Cardiac  dulness  a  little  increased,  apex  just  outside  nipple, 
thrill  systolic  within  apex,  an  occasional  general  systolic 
murmur.  Action  irregular  and  intermittent.  Pulse  132, 
feeble,  irregular,  and  intermittent.  Eyes  very  prominent, 
a  quarter  of  an  inch  of  conjunctiva  exposed  round  pupil. 
Left  pupil  slightly  larger  than  right.  Slight  injection  of 
conjunctiva.  Sleep  irregular  from  palpitation.  Occa- 
sional diarrhoea.  Great  variations  in  the  amount  of  urine, 
often  copious.  Frequent  sweatings.  Neuralgia  now  and 
then  in  hands  and  face.  Temperature  a  little  irregular, 
occasionally  reaching  100°.  Great  relief  given  by  Leiter's 
tubes  to  goitre  (irrigation  cold). 

Case  8. — Jane  M — ,  aet.  31,  Hope  Ward,  June,  1881. 
Married  eighteen  years,  four  children,  one  miscarriage, 
catamenia  irregular.  Nine  months  thyroid  enlarged,  worse 
for  last  two  months ;  some  dysphagia  and  dyspnoea, 
increased  on  exertion  since  one  month  ;  exophthalmos  and 
palpitation.  Patient  was  pregnant  at  time  this  came  on, 
but  no  cause  assigned.  Patient  is  restless,  very  fidgety, 
and  her  friends  say  that  her  manner  has  been  peculiar 
lately  and  her  speech   strange.      Thyroid  much   enlarged. 
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most  on  right  side.  Heart's  impulse  diffused,  apex  three 
quarters  of  an  inch  outside  nipple.  General  systolic  mur- 
mur audible  in  axilla.  Trace  of  albumen  in  urine  (lately  ^) . 
Optic  discs  a  little  congested.  Diarrhoea  during  stay  for  a 
week,  six  or  seven  times  a  day.  Temperature  irregular^ 
reaching  now  and  then  100-2°.      Slight  improvement. 

Case  9.— Kate  N— ,  ^t.  22,  single,  Hope  Ward,  June,  1881. 
Palpitation,  swelling  of  thyroid,  and  exophthalmos  came  on 
eighteen  months  ago,  without  cause,  and  since  then  have 
been  getting  worse.  Catamenia  always  irregular,  absent 
for  the  last  five  months.  Eyes  prominent,  but  lids  cover 
them.  Pupils  equal,  but  a  little  dilated,  thyroid  gland 
large,  equal  on  two  sides.  Heart  apex  in  nipple  line, 
systolic  murmur  at  left  base ;  vomited  once  or  twice  in 
hospital,  and  felt  giddy  and  faint  occasionally.  Pulse 
130 — 149,  small.      No  change. 

Case  10.— Amelia  B— ,«t.  55,  Hope  Ward,  1883.  Patient 
very  fat,  lost  much  blood  three  years  ago  ;  never  strong. 
Three  months  ago  hands  swelled,  occasional  palpitations 
since.  Eyes  a  little  prominent,  but  patient  thinks  not 
more  than  normal.  Thyroid  greatly  enlarged,  pulsation 
forcible,  heart-sounds  audible  over  it.  Improved  with 
iron. 

Case  11.— Ellen  H— ,  set.  36,  Hope  Ward,  April,  1883. 
Rheumatic  fever  four  years  ago ;  was  ill  for  six  months, 
well  since.  Catamenia  profuse  for  twelve  months  ;  three 
months  ago  palpitation.  Fourteen  days  ago  pain  in  front 
of  chest,  eyes  said  to  be  prominent  then  by  doctor.  Three 
years  ago  thyroid  enlarged,  beginning  on  left  side,  but  did 
not  observe  it  till  told  by  friends.  Beating  in  neck  for 
some  time.  Thyroid  varies  in  size  at  times.  Breath  short 
on  exertion  or  excitement.  Thyroid  enlarged,  most  on  right 
side.  Pulsation  marked  in  arteries  and  heart-sounds  heard 
in  them.  No  exophthalmos,  but  left  pupil  a  little  larger 
than  right.  Slight  increase  of  cardiac  dulness.  Apex  in 
nipple  line.      Thrill  and  systolic  murmur  at  apex.      Slight 
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trace    of    albumen    in    urine.      Temperature    occasionally 
reached  100'". 

Case  12. — Mrs.  B — ,  get.  30,  Hope  Ward,  February, 
1884.  Always  delicate.  After  birth  of  last  child,  four 
years  ago,  eyes  became  prominent,  and  thyroid  enlarged. 
The  thyroid  grew  very  large,  at  one  time  reaching  to  the 
chin  ;  began  on  the  left  side.  Twenty  years  ago,  when 
thyroid  was  largest,  patient  had  difficulty  in  breathing  and 
swallowing,  and  at  the  same  time  palpitation  came  on  with 
noises  in  the  right  ear.  Breath  has  been  shorter  since 
then,  but  the  thyroid  has  gradually  become  smaller  and 
the  eyes  less  prominent.  The  catamenia  have  been 
regular,  except  for  eight  months,  when  they  were  absent 
at  the  time  when  the  local  symptoms  were  at  their  worst ; 
since  then  they  have  been  more  copious  than  normal.  The 
appetite  has  varied  greatly,  and  is  often  ravenous. 
Attacks  of  diarrhoea  have  been  frequent.  No  family  his- 
tory. Patient  was  spare,  anemic.  Thyroid  enlarged, 
most  on  right  side.  Eyes  prominent.  Pupils  equal,  sight 
good.  Cardiac  dulness  a  little  increased.  Apex  in  nipple 
line  rapid.  Occasionally  a  general  systolic  murmur. 
Temperature  normal,  pulse  144,  respiration  24.  Slight 
cough  and  signs  of  early  phthisis  at  both  apices. 

Case  13. — Anne  P — ,  set.  16,  Mary  Ward,  March, 
1882.  Five  years  ago  rheumatic  fever,  headache,  and 
occasionally  rheumatism  since.  Thi-ee  months  ago  throat 
swelled,  eyes  became  "  staring,''  palpitations  and  dyspnoea 
on  exertion  developed.  The  manner  has  become  altered 
since  throat  swelled  and  patient  has  become  irritable.  The 
catamenia  absent  for  eight  months,  but  they  have  only  been 
established  thirteen  months  ago.  Exophthalmos  moderate. 
Thyroid  enlarged  to  size  of  pigeon's  eg^  on  each  side. 
Heart's  action  violent.  No  murmur,  systolic  murmur  in 
carotid.  Pulse  124.  Galvanism  to  sympathetic  and 
hydrobromic  acid  tried  without  effect. 

Case  14.— Jessie  M— ,  get.  22,  Mary  Ward,  July,  1882. 
E-heumatic  fever  three  and  a  half  years  ago.      Catamenia 
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at  eigliteen,  always  irregular^  once  in  three  or  four  months, 
absent  for  eighteen  months.  Then,  eighteen  months  ago, 
palpitation  of  heart,  worse  on  exertion  or  excitement. 
Eyes  became  prominent  and  thyroid  enlarged.  All 
steadily  increasing.  Exophthalmos  considerable.  Thyroid 
greatly  enlarged,  but  almost  entirely  on  right  side  ;  the  left 
little  changed.  Cardiac  dulness  increased.  Apex  outside 
nipple  in  fourth  space.  General  systolic  murmur.  Pupils 
equal.  Can  close  eyelids  with  effort.  Patient  somnam- 
bulous  occasionally,  but  eyes  do  not  close  during  sleep. 

Case  15. — Edith  G — ,  get.  18,  Mary  Ward,  September, 
1885.  For  four  years  epistaxis  and  palpitation  occasion- 
ally ;  palpitation  worse  lately  ;  nine  months  thyroid  getting 
larger,  right  side  most ;  no  cause  known  ;  eyes  natural  in 
every  respect ;  some  general  enlargement  of  cardiac  dul- 
ness j  no  murmurs ;  pulse  84  ;  vomiting  now  and  then  ; 
temperature  normal.  Father  had  fits  for  last  eighteen 
years  ;  one  brother  also  has  fits. 

Case  16.— Emily  T— ,  jet.  20,  June,  1885.  One  year 
exophthalmos  ;  six  months  palpitation.  Thyroid  slightly 
enlarged,  but  not  noticed  by  patient.  General  systolic 
cardiac  murmur. 

Case  17.— Rebecca  T— ,  jet.  27,  Elizabeth  Ward,  1885. 
Thirteen  months  ago  exophthalmos  coming  on  suddenly 
after  a  blow  on  left  side  of  chest.  Thyroid  enlarged  a  few 
months  later  ;  no  change  since.  General  systolic  murmur. 
Three  children,  last  four  years  old  ;  two  miscarriages  pre- 
viously. Catamenia  regular.  Legs  a  little  oedematous. 
Chief  complaint  is  pain  in  pr^cordium  and  palpitation. 

Case  18. — Sarah  L — ,  set.  19,  single,  June,  1885.  Five 
months  aneemic  ;  two  months  palpitation  ;  two  days  thyroid 
enlargement  noticed.  Thyroid  uniformly  enlarged.  Pal- 
pitation considerable,  the  chief  complaint.  Exophthalmos, 
none  now,  but  patient  says  eyes  were  prominent  but  have 
"  fallen  in."  Loud  general  systolic  cardiac  murmur. 
Pulse  and  temperature  normal. 


QRAVES'S    DISEASE.  91 

Case  19.— Mercy  C— ,  a^t.  23,  November,  1885.  Rheu- 
matic fever  at  eleven  and  twenty-two.  Breath  short  and 
occasional  asdema  of  feet,  and  cardiac  pain  for  two  years. 
Fourteen  days  ago  came  up  to  London  as  cook.  Seven  days 
ago  languid,  headache,  epistaxis  (has  had  it  before),  diar- 
I'hcea,  vomiting.  Temperature  102'6°  on  admission,  falling 
next  day  to  normal.  Right  side  of  thyroid  much  enlarged, 
but  not  known  for  how  long.  Some  exophthalmos.  Cardiac 
action  excitable  ;  loud  systolic  apex  murmur. 

Case  20. — Emma  B — ,  aet.  29,  Mary  Ward,  February, 
1880.  Eight  years  ago  sickness  aud  palpitation  ;  became  so 
weak  that  patient  had  to  be  carried  about.  Exophthalmos 
and  enlargement  of  thyroid  at  that  time ;  varies  at  times. 
Rheumatic  fever  six  years  and  three  years  ago.  For  last 
five  weeks  much  weaker.  Anaemic.  Right  eye  more 
prominent  than  left.  Lids  can  cover  eyes,  but  do  not  do 
so  when  asleep.  Ceneral  systolic  cardiac  murmur,  pro- 
bably organic.  Catamenia  irregular,  absent  for  nine 
months.  Slight  trace  of  albumen  in  urine.  Patient  began 
to  wander  in  the  hospital,  and  finally  became  in  a  few 
days  insane.  Father  and  brother  drowned  themselves  ; 
aunt  insane. 

Case  21. — Anna  H — ,  set.  17,  Hope  Ward,  December, 
1880.  Nine  years  ago  had  a  severe  fall  ;  two  years  ago  pal- 
pitation ;  one  year  thyroid  enlarged  and  proptosis.  Thyroid 
much  enlarged.  Pulse  168  ;  systolic  cardiac  murmur. 
The  eyelids  lag  on  movement  of  eyeball.  Caries  of  lumbar 
vertebrae. 

Case  22.— Maria  H— ,  get.  23,  November,  1878,  October, 
1879.  Nine  months  ago  after  a  severe  fright  exophthalmos 
and  soon  after  palpitation.  One  month  later  thyroid  en- 
larged. For  six  weeks  polyuria;  subject  to  diarrhoea. 
Hair  getting  grey  since  fright.  Catamenia  irregular 
always,  and  absent  for  last  six  months.  Thyroid  enlarged, 
most  on  right  side.  Eyelids  do  not  completely  follow 
eyeballs.      Occasional  diplopia.      Patient  has  an  excitable 
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and  jerky  manner  since  illness  ;  occasional  paroxysm  of 
dyspnoea  and  giddiness  without  a  cause.  One  year  later 
(October,  1879)  again  in  hospital,  in  same  condition,  but 
with  crossed  diplopia  and  external   strabismus  of  left  eye. 

Case  23.— Elizabeth  W— ,ffit.26,Mary  Ward,  December, 
1874.  Six  months  ago  fairly  well ;  has  had  exophthalmos 
for  some  time,  but  does  not  know  how  long.  Exoph- 
thalmos, most  on  right  side ;  thyroid  enlarged,  most  on 
right ;  pupils  large  and  equal.  Thirsty  ;  catamenia  irre- 
gular, absent  for  nine  months.  Eyelids  move  normally. 
Five  years  later  (June,  1880)  in  much  the  same  condition, 
but  has  been  sometimes  better,  and  sometimes  worse. 
Came  in  for  gastric  ulcer,  which  was  relieved. 

Case  24. — Ann  B — ,  get.  40,  August,  1881.  Two  years 
thyroid  enlarged  ;  more  so  during  last  six  months.  One 
month  ago  exophthalmos,  but  this  has  disappeared  now. 
Cardiac  dulness  increased.  Apex  one  inch  outside  nipple, 
and  fifth  space  with  systolic  apex  murmur,  and  probably 
aortic  murmur  also.  Suffers  most  from  palpitations.  Is 
nervous  and  fidgety,  as  all  her  family  are.  Often  has 
diarrhoea. 

Case  25.— Ellen  A—,  set.  25,  Hope  Ward,  1880.  Twelve 
months  ago  thyroid  enlarged.  Three  months  palpitation; 
worse  for  last  three  weeks.  Exophthalmos  now,  uncertain 
for  how  long.      General  systolic  cardiac  murmur. 

Case  26.— Louisa  D— ,  set.  27,  Hope  Ward,  May,  1879. 
Two  months  thyroid  enlarged  on  right  side  first,  then  on 
left.  Exophthalmos  now  very  slight.  Palpitation  severe, 
worse  on  excitement  and  exertion.  Pulse  132.  Weak 
and  nervous.  Dulness  beneath  manubrium  sterni ;  con- 
tinuous with  thyroid  (?  persistent  thymus,  cf.  Case  37). 

Case  27.— Mary  C— ,  »t.  18,  Mary  Ward,  1879.  Boils 
and  abscesses  for  last  four  months.  Headache  for  years. 
Two  months  palpitation.  One  month  thyroid  enlai'ged  ; 
beginning  on  right  side,  soon  after  exophthalmos.      Cata- 


Graves's  disease.  93 

menia  irregular  and  scanty.      Lids  do  not  completely  close. 
Pulse  132. 

Case  28.— Selina  P— ,  a3t.  43,  Mary  Ward,  May,  1874. 
Five  years  ago  got  thin,  but  picked  up  again.  Two  years 
epigastric  pulsation,  after  a  fall  on  the  back  of  the  head. 
Six  months  ago  pains  on  the  back.  Great  thirst.  Two 
months  diarrhoea  and  sickness.  Rheumatic  fever  at 
twenty-six  (seventeen  years  ago).  Diabetes  mellitus. 
Exophthalmos  and  thyroid  enlargement  most  on  right 
side.  Apex  of  heart  half  an  inch  outside  nipple.  Im- 
proved in  hospital. 

October,  1874. — Admitted  again  for  diabetes  ;  improved 
for  a  time.  Then  one  day  became  poorly,  hysterical, 
cried  much,  and  was  found  dead  in  bed  that  evening. 

Case  29. — Hester  S — ,  aet.  20,  Elizabeth  Ward,  January, 
1880.  Exophthalmos.  Enlarged  thyroid.  General  chorea. 
Systolic  general  murmur.     Catamenia  regular.     Pulse  130. 

Case  30.— Sarah  S— ,  get.  28.  (R.  Fr.  ii,  273.)  Five 
to  six  years  ago  eyes  prominent,  but  swelled  much  from 
time  to  time.  Two  years  ago  palpitation  and  swelling  of 
thyroid.  Six  months  rheumatic  pains  and  general  weak- 
ness. Cough  and  expectorations.  Ailing  since  then. 
Palpitation  has  been  absent  for  last  year,  but  heart  is 
rapid,  and  some  discomfort  is  felt  on  exertion.  Looks 
ailing  and  anxious.  Exophthalmos  most  on  right  side. 
Thyroid  enlargement,  but  most  on  right  side.  Cardiac 
dulness  increased,  apex  one  inch  beyond  nipple.  No 
murmur.  Pulse  120.  Abdominal  pulsation  at  times. 
Signs  of  phthisis  at  both  apices,  probably,  but  not  for 
certain. 

Case  3L— Mary  W— ,  eet.  26.  (R.  Fr.,  notes,  71.)  In 
St.  Bartholomew's  Hospital  for  exophthalmic  goitre.  The 
eyes  were  prominent  then,  but  left  with  the  goitre  gone, 
and  it  has  not  returned.  Came  to  the  Royal  Free  Hospital 
for    palpitation,   which    had   been   bad  for  three   weeks. 
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The  eyes  were  prominent,  and  tlie  left  had  rather  bad 
conjunctivitis.  Headache  and  palpitation  was  bad  on 
evening  of  visit.  There  appeared  to  be  a  little  ptosis  of 
both  eyelids,  i.  e.  tlie  eyelids  liung  over  tlie  eyes  and  did 
not  rise  completely  on  effort. 

Case  32.— Eliza  P— ,  fet.  31.  (V.  P.  H.,  0.  P.,  notes  xi.) 
Suddenly  after  overwoi'k  in  business  symptoms  came  on 
as  a  bilious  attack.  ''Eyes  have  never  gone  back  since." 
Slight  enlargement  of  thyroid,  and  slight  exophthalmos. 
Came  complaining  of  palpitation  and  shortness  of  breath, 
with  pains  after  exertion  and  after  food  in  the  left  side. 
Had  rheumatic  fever  at  eight  years  of  age ;  ill  three 
months. 

Case  33.— Alice  H— ,  set.  22,  single.  (V.  P.  H.,  2291.) 
Goitre  three  months.  No  exophthalmos.  Palpitation 
troublesome.      No  cause. 

Case  34.— Harriet  T— ,  get.  21,  single.  (Y.  P.  H.,  880.) 
Palpitation  as  long  as  she  can  recollect,  worse  on  exex'tion. 
Rheumatic  fever  one  month  ago,  preceded  by  swelling  of 
thyroid  and  exophthalmos.  Uniform  enlargement  of 
thyroid  and  slight  exophthalmos.  Great  cardiac  enlarge- 
ment with  mitral  systolic  murmui',  possibly  dating  from 
early  childhood  and  explaining  palpitation. 

Case  35.— Mary  A.  G— ,  £et.  45.  (F.  P.  H.,  J.  P.)  Married, 
eight  children,  last  twins  three  years  ago.  Catamenia 
absent  for  three  years.  Palpitation  for  many  years,  worse 
for  last  two,  when  neck  began  to  swell.  One  year  eyes 
prominent ;  children  told  her  not  to  glare  at  them.  Six 
months  all  symptoms  worse.  Three  months  trembling 
so  severe  that  she  could  hardly  stand,  due  to  exhaustion 
from  nursing  sick  children.  Subject  to  sweatings  without 
cause.  Exophthalmos  moderate.  Pupils  not  equal,  left 
larger,  easily  affected  by  atropine.  Reaction  good  to  light 
and  accommodation.  General  systolic  cardiac  murmur. 
General  tremors.      Improved. 
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Case  36. — Louisa  C — ,  ast.  24.  Nine  years  ago  thyroid 
swelled  (at  age  of  fifteen)  ;  catamenia  had  commenced  a 
few  months  before,  regular  till  eight  months  ago.  Six 
years  ago  palpitation  came  on  after  a  fright.  Two  years 
ago  exophthalmos,  since  then  increasing  rapidly.  One 
year  unable  to  read  or  do  needlework  by  gaslight,  eyes 
bloodshot  for  three  weeks,  but  watery  for  twelve  months. 
Exophthalmos  and  size  of  thyroid  varies  from  time  to 
time ;  for  five  years  a  little  difficulty  in  breathing  on 
exertion  and  for  two  years  some  difficulty  in  swallowing. 
Nine  mouths  ago  had  vomiting  very  severely  for  three 
months.  Lids  cannot  be  closed  without  effort  (Graefe's 
sign).  Thyroid  much  enlarged,  most  on  right  side,  a 
double  murmur  over  it.  General  cardiac  systolic  murmur. 
Pupils  equal,  conjunctivitis  of  left  eye.  Exophthalmos 
good.  Vomiting,  at  time  referred  to,  every  ten  minutes, 
associated  with  nausea,  produced  emaciation.  Headaches 
in  forehead  all  life,  but  since  illness  limited  to  right  brow 
and  temple,  and  recurring  every  week  and  lasting  twenty- 
four  hours.  Pain  at  times,  throbbing  and  shooting  in 
thyroid.  Vomited  frequently  during  stay  ;  not  amenable 
to  treatment,  bu^t  came  spontaneously  after  some  days. 
Patient  left  better  in  herself,  her  condition  much  the 
same. 

Case  37.— Fanny  K— ,  a^t.  16,  Mary  Ward,  March, 
1879.  Three  months  palpitation  and  dyspnoea.  Six 
weeks  thyroid  enlarged,  eye  prominent.  Thyroid  reached 
size  it  is  now  quite  suddenly,  and  has  not  increased  since. 
It  was  on  admission  considerably  and  uniformly  enlarged, 
and  extended  apparently  down  behind  sternum.  Thrill 
and  systolic  murmur  over  tumour.  Systolic  murmur  can 
partly  be  controlled  by  pressure  on  large  veins.  Mur- 
mur audible  loudly  beneath  manubrium  sterni.  Great 
increase  of  cardiac  dulness.  Apex  one  inch  outside  n.* 
General  systolic  murmur.  After  being  in  hospital  a  short 
time  right  basic  pneumonia  developed,  and  after  this 
tumour   seemed    to    get    smaller   in   all    directions.      Two 
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months  later,  having  been  in  her  usual  health,  one  day 
the  patient  went  to  bed  and  slept  as  usual ;  in  the  early 
morning  woke  up  complaining  of  great  pain  in  side  over 
seat  of  old  pneumonia ;  temperature  105  ,  pulse  200, 
respiration  60,  and  died  at  midday.  Post-mortem. — Signs 
of  imperfect  resolution  after  pneumonia,  with  a  little 
recent  pleurisy.  The  patch  of  dulness  noticed  beneath 
sternum  was  due  to  persistent  thymus.  Brain  and  spinal 
cord  and  sympathetic  not  carefully  examined,  but  no  gross 
change  in  body. 

Case  38.— Maria  N— ,  «t.  43,  Mary  Ward,  June,  1885. 
Five  children  died  of  fits  about  four  months  ;  after  the 
eighth  child  three  miscarriages.  No  definite  history  of 
syphilis.  Four  years  ago  palpitation  and  enlarged  thyroid. 
Two  months  ailing  and  pains.  One  week  vomiting  and 
diarrhoea.  Patient  thin.  Exophthalmos.  Enlarged 
thyroid.  Violent  carotid  pulsation.  Heart,  no  murmur. 
Temperature  oscillating,  reaching  101*4  in  first  three 
days,  then  falling  near  normal,  and  rising  on  tenth  day 
to  102°,  varying  between  102*6°  and  99*6°  for  several 
days,  and  finally  mounting  up  to  106"2°.  Anitprin  given, 
but  died  half  an  hour  afterwards.      Post-mortem  negative. 


Case  of  exophthalmic  goitre. 

By    C.    HlGGENS. 


Annie  H — ,  a)t.  29,  single,  came  to  Guy's  Hospital  in 
June,  1873,  suffering  from  exophthalmic  goitre.  The 
exophthalmos  was  extreme  and  she  was  much  inconveni- 
enced by  difficulty  in  keeping  the  eyes  closed  during  sleep. 

On  the  30th  of  June  she  was  placed  under  the  influence 
of  an  anaesthetic  (methyline  ether),  the  object  being  to 
unite  the  margins  of  the  lids  along  their  outer  fourths 
and  to  diminish  the  palpebral  aperture. 

The  patient  died  before  the  completion  of  the  operation 
in  one  eye. 
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The  post-mortem  was  made  by  Dr.  Goodhart,  and  a 
full  account  of  the  conditions  found  is  published  in  the 
'Transactions  of  the  Pathological  Society/  vol.  xxv,  p.  240. 

Briefly  the  body  was  that  of  a  fairly  healthy  woman. 
The  eyeballs  were  prominent.  The  orbits  showed  nothing 
abnormal.  There  was  a  faint  smell  of  ether  about  the 
iH-aiu,  but  both  it  and  the  spinal  cord  were  perfectly 
healthy.  The  heart  was  of  normal  form,  weight  11  oz.  ; 
wall  of  the  left  ventricle  was  decidedly  thick  and  solid. 
All  the  cavities  contained  fluid  blood. 

The  vena  cava  superior  and  all  the  great  veins  at  the 
root  of  the  neck  were  full  of  dark  liquid  blood.  The 
morbid  conditions,  such  as  they  were,  are  summarised  by 
Dr.  Goodhart  thus  : 

"  1.   Enlargement  of  the  thyroid. 

"  2.  Growth  of  gland  tissue  in  the  region  of  the  thymus, 
with  a  general  tendency  of  the  lymphatic  glands  elsewhere 

to  enlarge. 

''3.   Density   and    excess   of   mediastinal    and    cervical 

connective  tissue.'^ 

4.  Considerable  enlargement  of  the  thyroid  veins,  and 
some  slight  hypertrophy  of  the  heart. 

5.  Thickening  of  the  sympathetic  capsule. 


Exophthalmic  goitre  with  bronzing  of  the  skin. 
By  R.  E.  Carrington,  M.D. 

The  patient,  a  female  aet.  23,  was  admitted  into  Guy's 
Hospital  on  April  8th,  1886,  under  my  care.  Her  occupa- 
tion was  that  of  a  domestic  servant. 

Her  family  history  is  as  follows  :  Her  father  and  a 
maternal  aunt  died  of  "  consumption."  She  has  two 
brothers  and  two  sisters  alive  and  well.  There  is  no 
history  of  exophthalmic  goitre,  nor,  as  far  as  can  be  ascer- 

VOL.  VI,  * 


98  Graves's  disease. 

tained,  of  any  neurosis  in  the  family.  She  is  entirely 
English,  and  there  has  never  been  any  admixture  of 
foreign  blood  in  her  family.  No  other  member  is  of  dark 
complexion. 

The  patient  states  that  she  has  been  for  a  long  time 
subject  to  what  she  calls  "  bilious  attacks."  Her  sym- 
ptoms during  these  have  been  headache,  vomiting,  and 
yellowness  of  the  skin. 

Her  earliest  symptom  was  palpitation  of  the  heart, 
which  she  first  noticed  three  years  before  admission. 
Then  prominence  of  the  eyeballs  followed,  and  soon  after 
she  noticed  swelling  of  her  neck.  She  was  attacked  by 
fits  of  vomiting  ten  months  before  she  came  into  the 
hospital  and  these  have  continued  since.  She  is  generally 
sick  in  the  morning,  but  not  always.  There  has  been  no 
particular  relation  of  the  sickness  to  food. 

Soon  after  the  vomiting  commenced  she  noticed  that 
her  skin  was  getting  darker  in  colour,  and  this  has  been 
continuous  ;  she  has  not  only  noticed  it  hei'self,  but  her 
friends  have  also.  She  has  often  felt  weak  and  exhausted 
and  does  so  now.  Within  the  last  eight  months  the 
patient  has  bled  from  the  nose  on  four  occasions,  the  last 
six  weeks  ago  ;  but  this  haemorrhage  does  not  appear  to 
have  been  very  serious. 

Condition  on  admission. — The  patient  looks  a  little  older 
than  her  age.  She  is  very  fairly  nourished,  but  thinks 
she  has  lost  flesh  of  late.  There  is  a  general  darkening  of 
the  skin,  most  marked  in  the  following  parts  :  the  eyelids, 
the  neck,  the  lower  part  of  the  abdomen,  the  flexures  of 
the  elbows  and  the  knees.  The  areolae  of  the  nipples  are 
of  a  deep  chocolate  colour  and  discolouring  of  the  lower  part 
of  back  and  buttocks  is  especially  marked.  The  marks  of 
the  garters  are  deeply  pigmented.  Besides  the  general 
bronzing  there  are  numerous  small  dark  points  generally 
distributed.  There  is  no  discoloration  of  the  mucous 
membrane  of  the  mouth. 

The  eyeballs  are  protruded  to  such  a  degree  that  the 
patient  cannot  close  her  eyelids. 
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The  right  eyeball  is  the  more  prominent,  so  that  the 
patient  cannot  close  the  right  upper  eyelid  so  much  as  the 
left.  There  is  a  good  margin  of  sclerotic  appearing  above 
and  below  each  iris,  but  more  on  the  right  side.  The 
eyes  have  a  slight  glistening  appearance.  There  is  no 
jaundice  of  the  conjunctivas,  but  the  sclerotic  is  of  a 
bluish  colour ;  there  is  some  injection  of  the  conjunctivas 
at  the  canthi,  also  some  slight  blepharitis  ;  patient  can 
see  very  well. 

On  telling  the  patient  to  look  down  the  upper  eyelids 
do  not  droop  so  readily  or  to  such  a  degree  as  in  the 
healthy  person,  nor  so  much  as  when  the  eyes  are  closed 
(von  Graefe's  symptom).  There  is  no  pulsation  of  the 
eyeballs. 

On  auscultating  the  eyeballs  a  more  or  less  continuous 
murmur  can  be  heard,  but  it  is  much  the  loudest  at  the 
systole. 

The  bruit  cannot  be  heard  over  the  surrounding  parts 
of  the  skull.  Ophthalmoscopic  examination  shows  that 
the  physiological  cup  is  well  marked  and  that  the  vessels, 
veins,  and  ai'teries  are  somewhat  tortuous.  There  is  also 
a  venous  pulsation.  The  pigment  of  the  choroid  is  well 
marked.  The  pupils  are  equal  and  act  normally  to  light 
and  accommodation. 

The  network  of  choroidal  vessels  can  be  easily  discerned. 
There  is  slight  arcus  senilis. 

The  tJiyroid  body  is  enlarged,  but  not  to  any  very  great 
extent ;  enough  to  make  the  neck  appear  swollen. 

The  patient's  neck  is  long  and  narrow  and  set  squarely 
on  the  shoulders.  The  right  lobe  of  the  thyroid  is  larger 
than  the  left  and  the  isthmus  is  also  enlarged.  The 
thyroid  body  seems  to  have  a  distinct  pulsation  of  its 
own,  this  not  being  merely  transmitted  from  the  carotid 
arteries.  The  gland  is  painful  on  pressure.  The  arteries 
supplying  the  body  can  be  felt  very  easily,  more  especially 
the  superior  thyroid. 

In  the  first  and  second  intercostal  spaces  of  the  left  side 
the   systolic  bruit  is  of  quite  a  different  character,  being 
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very  harsh  and  "  crackling  "  and  much  resembling  a  peri- 
cardial rub. 

The  pulse  is  small^  feeble,  and  quite  regular.  The 
number  on  admission  was  136,  but  in  the  evening  it  fell 
to  108. 

Carotid  pulsation  is  well  marked.  Examination  of  the 
blood  shows  an  average  of  4,820,000  red  discs  to  the 
cubic  millimetre.      There  is  no  excess  of  white  corpuscles. 

The  red  corpuscles  do  not  form  rouleaux. 

The  urine  was  carefully  and  continuously  examined, 
having  regard  to  Dr.  Warburton  Begbie's  observations  as 
to  the  occurrence  of  albuminuria  in  cases  of  Graves' s 
disease. 

I  have  tabulated  the  results  as  follows  : 

Reaction.  Per  cent.  urea. 

Acid,  no  albumen,  no  sugar.     5'20 
'  9-24 
13-2 
14-52 
13-2 


Deposit  of 

amorphous 

urates. 


A  systolic  thrill  can  be  felt  over  both  lobes  of  the 
thyroid  gland,  moi-e  especially  over  the  part  which  lies 
under  the  lower  jaw  towards  its  angle ;  a  rather  large 
vessel  seems  to  be  entering  the  gland  here.  There  is 
no  thrill  in  the  isthmus.  The  body  is  rather  soft  and 
elastic  to  feel.  On  auscultation  a  continuous  murmur  can 
be  heard,  but  more  especially  over  the  part  where  the 
vessels  enter  the  body.  The  murmur  is  loudest  during 
systole  and  is  of  a  high-pitched,  whiffing  character. 
Over  the  vessels  of  the  neck  on  the  right  side  it  assumes 
a  very  remarkable  and  musical  character  and  is  also  very 
loud  here.      The  bruit  can  be  traced  up  each  side  of  the 
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neck  to  the  place  where  the  vessels  disappe^ar  into  the 
skull.  It  can  be  heard  slightly  over  the  mastoid  process 
of  the  temporal  bone. 

Circulatory  system. — Cardiac  dulrless  fourth  rib  to  fifth 
space  and  from  half  an  inch  outside  margin  (left)  of 
sternum  to  half  an  inch  within  nipple  line.  The  dulness 
is  very  ill-defined  laterally.  The  impulse  is  best  seen  in 
fifth  space  one  inch  internal  to  the  nipple,  but  it  can  also 
be  seen  over  the  whole  area  of  the  heart  to  the  left  of 
sternum. 

Sounds.- — There  is  a  systolic  bruit  to  be  heard  all  over 
the  cardiac  area,  but  it  presents  a  different  character  at 
different  spots. 

At  the  apex  it  is  moderately  harsh  ;  it  is  accompanied 
by  a  first  sound  which  here  is  rather  short  and  sharp.  It 
is  also  loudest  over  the  impulse,  getting  rather  less  loud 
towards  the  base.  It  can  be  traced  about  two  inches  out- 
wards into  the  axilla,  where  it  is  lost,  though  the  heart- 
sounds  can  be  heard  here.  It  cannot  be  heard  at  the 
angle  of  the  left  scapula,  though  the  heart-sounds  can. 

With  the  exception  that  the  patient  suffered  from  very 
copious  and  excessive  sweatings,  which  came  on  in  the 
early  morning,  there  is  nothing  further  to  record  as 
regards  the  physical  condition  or  symptoms. 

Since  I  have  had  the  honour  of  detailing  the  case  to  the 
Society  I  may  add  that  I  have  been  watching  the  patient 
for  nearly  two  months.  She  has  been  treated  by  digitalis 
and  iron,  the  local  application  of  cold  to  the  eyes  and  gal- 
vanisation of  the  neck.  She  has  much  improved,  and  has 
left  the  hospital  to  become  an  out-patient  under  my  care. 
The  final  result  I  trust  at  some  future  time  to  lay  before 
the  Society. 


102  GEAVES'S    DISEASE. 


Case  of  exophthal'Hiic  goitre. 

Elizabeth  F — ,  get.  34,  has  been  married  sixteen  years 
and  borne  two  children,  both  alive  ;  no  other  pregnancies. 
She  has  never  been  strong,  "  always  feels  so  weak  when 
doing  much  work,"  Began  to  menstruate  at  sixteen  and 
at  the  same  time  became  subject  to  sick  headaches,  which 
begin  by  a  dancing  appearance  before  the  eyes.  The 
headache  is  very  severe  although  she  never  vomits,  only 
feels  sick.  The  attack  will  last  twenty-four  hours  or 
longer,  and  generally  leaves  off  in  the  right  side  of  the 
head  first,  somewhat  suddenly,  and  after  a  quarter  of  an 
hour's  severe  aching  in  the  left  half  of  the  head  the  attack 
passes  off.  Menstruation  is  irregular,  three  months'  in- 
terval. During  the  period,  which  lasts  a  week,  the  head- 
ache is  much  worse.  Twelve  years  ago  she  was  laid  up 
for  a  fortnight  with  "  inflammation  of  the  heart,"  but  the 
only  rheumatism  she  ever  has  occurs  in  the  right  knee  in 
damp  weather,  and  when  warm  in  bed.  She  is  nearly 
always  in  a  perspiration,  especially  at  night.  For  two  or 
three  years  past  her  heart  on  the  least  excitement  flutters, 
and  seems  to  turn  over.  Fourteen  months  ago  her  friends 
remarked  on  the  staring  appearance  of  the  right  eye  ; 
afterwards  the  eye  became  very  prominent,  but  during  the 
last  few  months  it  is  again  better.  This  staring  appear- 
ance was  accompanied  by  a  heavy  pain  at  the  back  of  the 
I'ight  eye,  but  otherwise  it  produces  no  inconvenience. 

The  patient  is  a  small,  fairly-nourished  woman,  with 
very  slight  proptosis  of  the  right  eye,  but  well-marked 
retraction  of  the  right  upper  lid,  exposing  the  sclerotic 
above  the  cornea.  The  right  fissure  being  4  mm. 
wider  than  the  left,  on  looking  down  the  right  upper  lid 
follows  the  globe.  Winking  is  frequent,  and  equal  on 
both  sides.  The  right  conjunctiva  is  of  the  same  colour 
and  as  moist  as  the  left.      The  sensation  due  to  mechanical 


Graves's  disease.  103 

irritation  is  about  the  same  in  each.  The  excursions  of 
both  globes  are  equal  and  normal ;  no  diplopia.  Pupils 
are  equal  and  act  well  to  light  and  on  convergence  R.  and 
L.  V.  =  f ,  T.  ^^1^^-.  The  retinal  veins  pulsate  slightly. 
Both  lobes  of  the  thyroid  are  slightly  but  distinctly 
enlarged,  the  right  lobe  more  than  the  left.  Pulse  124, 
small  and  feeble.  The  carotids  pulsate  unduly,  and  there 
is  a  distinct  murmur.  The  heart-sounds  appear  normal. 
Digestive  system  normal. 


Case  of  exophthalmic  goitre. 
By  A.  Quarry  Silcock,  M.D.,  B.S. 

The  following  may  prove  of  interest,  since  the  oppor- 
tunity of  examining  cases  of  exophthalmic  goitre  after 
death  is  not  often  afforded. 

The  subject,  a  woman  aet.  30,  had  suffered  from  the 
disease  for  twelve  years  previously  to  her  death,  which 
occurred  suddenly  in  St.  Mary's  Hospital  the  day  after 
her  admission.  For  some  time  before  this,  she  had  been 
treated  in  the  out-patient  department  by  Dr.  Maguire. 

When  admitted,  she  was  suffering  from  general  anasarca, 
dilatation  of  the  heart,  congestion  and  oedema  of  the  lungs, 
and  chronic  Bright' s  disease. 

In  addition,  she  presented  the  characteristic  symptoms 
of  exophthalmic  goitre,  namely,  marked  nervous  excita- 
bility, proptosis  oculi,  an  enlarged  and  pulsating  thyroid, 
palpitation  of  the  heart  and  precordial  distress,  combined 
with  a  mitral  systolic  bruit,  and  signs  of  cardiac  hyper- 
trophy and  dilatation. 

At  the  post-mortem  the  orbital  contents  were  carefully 
examined,  but  nothing  abnormal  was  apparent  to  the  naked 
eye,  with   the   exception   of   a  most  noticeable   yellowish, 
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patchy  discoloration  of.  the  recti  and  obliqui  muscles, 
which  on  microscopic  examination,  ^vas  found  to  be  due 
to  interfascicular  fatty  infiltration,  the  muscle-fibres  them- 
selves though  somewhat  pale,  showing  no  trace  of  fatty 
degeneration.  The  levatores  palpebrarum  markedly  con- 
ti'asted  with  the  other  extrinsic  ocular  muscles,  inasmuch 
as  they  were  normal  in  colour,  or  perhaps  merely  a  shade 
paler  than  natural..  The  orbital  fat  was  normal  and  not 
in  excess.  The  vessels  and  nerves  were  also  examined 
microscopically,  but  were  found  to  be  perfectly  healthy. 
No  trace  of  Miiller's  musculus  orbitalis  was  visible.  The 
proptosis  oculi,  so  evident  during  life,  was  now  scarcely 
appreciable. 

The  thyroid  body  weighed  4|  oz.  ;  it  was  enlarged 
symmetrically,  and  its  substance  firm ;  the  face  of  a 
section  through  the  gland  somewhat  resembled  one  across 
the  fibres  of  the  gluteus  maximus,  except  that  the  former 
was  paler  than  the  latter  would  naturally  be.  The  most 
striking  microscopical  changes  in  the  gland  lay  in  an 
overgrowth  of  the  interacinal  connective  tissue,  and 
extensive  proliferation  of  the  acinal  epithelium,  the  acini 
being  ill-shapen  and  their  cavities  partially  or  wholly 
filled  up  thereby. 

The  sympathetic  nerve  of  the  neck  was  examined 
microscopically  after  having  been  soaked  in  a  1  per  cent, 
solution  of  osmic  acid  and  teased.  The  nerve-fibres  were 
normal ;  the  ganglion- cells  contained  granular  reddish- 
brown  pigment,  but  were  not  atrophied  or  otherwise 
degenerated.  The  brain  and  membranes  were  healthy. 
The  optic  nerves,  on  examination  microscopically,  pre- 
sented a  slight  thickening  of  the  fibrous  tissue  of  the 
interfascicular  septa,  and  especially  of  the  ensheathing 
fibrous  tissue  immediately  beneath  the  pial  sheath. 
The  cord  and  medulla  were  not  examined. 
The  other  organs  and  viscera  may  be  dismissed  in  a  few 
words.  The  serous  membranes  were  dropsical ;  the  lungs 
congested,  oedematous,  and  partly  collapsed,  the  bronchi 
being    filled    with    frothy    mucus.       The    heart    weighed 
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16|  oz,  ;  its  muscular  substance  was  hypertropTiied,  its 
cavities  dilated,  and  the  valves  thickened  and  fibroid. 
The  liver  and  pancreas  were  fibroid ;  the  spleen  firm  and 
congested  ;  and  the  kidneys  in  the  early  stage  of  granular 
contraction.      The  uterus  was  retroflexed. 

The  importance  of  this  case  and  of  others  of  a  like 
kind,  centres  in  the  fact  that  no  pathological  changes 
were  discoverable,  either  in  the  orbit  or  the  cervical 
sympathetic,  to  which  the  origin  of  the  disease  could  be 
ascribed.  Long  ago  Dr.  Cheadle  published  cases  of 
exophthalmic  goitre,  in  which  he  had  found  post-mortem 
evidences  of  active  congestion  and  engorgement  of  the 
vessels  of  the  pons  and  medulla ;  and  it  is  to  be  regretted 
that  in  the  present  instance  the  case  is  rendered  incomplete, 
insomuch  as  these  portions  of  the  central  nervous  system 
could  not  be  submitted  to  microscopical  examination ;  to  the 
naked  eye,  however,  they  appeared  to  be  perfectly  healthy. 
The  kidney  changes  were  evidently  of  comparatively  recent 
date,  but  they  are  of  interest,  taken  in  conjunction  with 
the  assertion  of  the  late  Dr.  Begbie,  that  albuminuria  is  a 
common  accompaniment  of  this  disease. 


Cases  of  Graves's  disease. 
By  W.  Lang  and  J.  J.  Pringle,  M.B. 

We  have  epitomised  six  cases  with  a  view  to  throwing 
light  upon  certain  points  mooted  in  questions  9  and  10  of 
the  schedule.  One  of  them  was  a  boy  aged  fourteen, 
the  others  comprised  three  females  and  two  males,  whose 
ages  ranged  from  forty-two  to  forty-nine  years.  We 
have  avoided  the  use  of  the  term  "  Graefe's  lid  sign,'^  as 
we  find  that  different  significations  are  attached  to  it  in 
medical  literature,  as  well  as  to  the  term  "  Stellwag's 
sign."      If    by  the   latter  we   are   to   understand   merely 
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'^  infrequency  of  winking/'  it  has  not  been  observed  in 
any  of  our  cases ;  nor  have  we  observed  any  alteration  in 
position  of  the  lower  lid  as  described  by  von  Graefe.  In 
only  two  cases  was  there  any  proptosis,  and  that  to  a 
very  slight  degree ;  in  one  of  these  cases,  however, 
proptosis  had  been  previously  marked.  All  the  cases  were 
characterised  by  marked  retraction  of  the  upper  lid  with 
impairment  of  consensual  downward  movement ;  in  only 
one  case  were  these  phenomena  bilateral ;  they  were  con- 
fined to  the  left  eye  in  three,  to  the  right  eye  in  two  of 
the  remaining  cases.  In  three  cases  there  was  myopia, 
one  was  emmetropic,  one  hypermetropic,  and  one  had 
complete  cataracts.  Paresis  of  orbital  muscles  was  ob- 
served in  the  three  myopes,  and  in  all  the  external  rectus 
of  the  affected  eye  was  the  muscle  paresed  ;  in  one  of 
them  there  was  also  insufficiency  of  both  internal  recti. 
In  the  emmetrope  there  was  dubious  weakening  of  upward 
movement  on  one  occasion  in  the  affected  eye.  The 
emmetrope  and  two  of  the  myopes  had  suffered  from 
diplopia.  Two  cases  had  frequent  attacks  of  acute  pain 
in  the  eyeballs  accompanied  by  profuse  scalding  lacrima- 
tion,  relieved,  in  the  one  instance  in  which  treatment  has 
been  adopted,  by  the  instillation  of  cocaine.  In  one  of 
these  cases  there  was  decided  diminution  of  sensibility 
over  the  distribution  of  the  supra-orbital  nerve  on  the 
opposite  side  to  the  affected  eye,  but  tenderness  over  both 
supra-orbital  foramina.  In  only  two  cases  was  enlarge- 
ment of  the  thyroid  present,  and  in  both  to  a  very  slight 
extent ;  in  one  instance  the  enlargement  implicated  the 
left  lobe,  which  was  the  side  of  the  ocular  affection,  and 
there  was  a  loud  bruit  in  the  immediately  adjacent  portion 
of  the  carotid  artery  ;  in  the  other  case  the  isthmus  alone 
was  affected,  and  there  was  no  bruit.  In  all  six  cases  the 
cardiac  physical  signs  were  normal  and  action  tranquil. 
In  two  cases  in  which  cocaine  was  applied  to  the  un- 
affected eye  the  retraction  of  eyelid  produced  was  not  so 
marked  as  on  the  affected  side,  and  no  impairment  of 
consensual  downward  movement  ensued.      The  lower  lid, 
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however,  retracted  below  the  level  of  that  on  the  affected 
side,  and  as  we  have  hitherto  failed  to  observe  any  re- 
traction of  the  lower  lid  on  the  affected  side,  as  described 
by  von  Graefe,  we  are  inclined  to  consider  this  as  evidence 
against  his  view  that  the  orbicularis  is  the  muscle  affected, 
and  would  rather  regard  a  condition  of  tonic  contraction 
of  the  levator  palpebree  superioris  as  a  more  feasible  ex- 
planation of  the  phenomenon. 

Finally,  from  the  absence  of  implication  of  organs 
innervated  by  the  cervical  sympathetic,  from  the  involve- 
ment of  cranial  nerves  other  than  those  supplying  the 
muscle  at  fault  (pareses,  ansesthesise,  neuralgias)  we  venture 
to  think  that  these  cases  tend  to  support  the  theory  of 
the  central,  i.  e.  cerebral,  origin  of  the  disease  as  advanced 
by  Sattler,  and  supported  by  Filehne,  W.  A.  Fitzgerald, 
and  others. 

We  are  indebted  to  Messrs.  Morton  and  E.  T.  Collins 
for  the  notes  of  two  of  the  above  cases. 
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GEAVES'S   DISEASE.  Ill 

Case  of  exophthalmic  goitre. 
By  W.  O.  Maher  (Sydney). 

Exophthalmic  goitre  with  unilateral  exophthalmos 
occurring  in  a  man. 

My  reason  for  recording  this  case  is  its  rarity.  Seldom 
are  males  the  subjects  of  exophthalmic  goitre,  and  but 
few  cases  are  recorded  where  the  exophthalmos  of  goitre 
has  been  confined  to  one  eye. 

George  T — ,  aet.  34,  a  tall,  healthy-looking  man,  con- 
sulted me  in  June,  1885.  He  stated  that  twelve  months 
previous  he  noticed  for  the  first  time  that  his  right  eye 
appeared  larger  and  more  prominent  than  the  left  and  that 
since  then  it  has  gradually  been  getting  worse.  For  the 
last  three  years  he  had  been  subject  to  palpitation  of  the 
heart.  He  had  not  altered  in  disposition,  but  with  the 
exception  of  having  to  take  aperients  once  a  week 
enjoyed  good  health. 

His  condition  on  examination  was  as  follows  :  there 
was  a  marked  enlargement  of  the  thyroid  gland,  especially 
on  the  right  side,  which  pushed  the  lower  part  of  the 
carotid  to  the  back  of  the  sterno-mastoid,  where  it  could 
be  seen  pulsating.  The  carotids  pulsated  forcibly  and 
were  evidently  enlarged,  and  the  radial  pulse  was  more 
feeble  on  the  right  side  than  on  the  left.  In  the  large 
vessels  in  the  thorax,  and  in  the  carotids  there  was  a 
continuous  bruit.  The  heart  was  normal  and  the 
pulse  98. 

The  right  palpebral  fissure  was  widened  and  the  centre 
of  the  right  cornea  was  from  2'5  to  3  mm.  in  advance  of 
the  left.  Involuntary  nictitation  was  less  frequent  than 
normal,  but  von  Graefe's  symptom  was  absent.  The 
movements  of  the  eyeball  were  normal,  or  perhaps  slightly 
defective  downwards  and  outwards ;  the  sensibility  of  the 
cornea  was  not  diminished  ;  the  pupil  and  anterior  chamber 
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were  normal  and  the   retinal    vessels    were   not    enlarged, 
nor  did  they  pulsate. 

Vision  was  normal,  ^,  Jaeger  1. 

Left  eye. — Normal. 


Case  of  Graves's  disease. 
By  W.  J.  Cant. 

J.  J — ,  set.  17,  healthy,  and  never  had  any  serious 
illness. 

Family  history. — Grood,  except  one  sister  insane.  No 
goitre. 

Last  February  twelvemonths  he  noticed  his  eyes 
becoming  prominent  (till  then  they  were  rather  small), 
and  in  a  few  months  they  were  so  protruded  that  he  could 
scarcely  close  the  lids. 

On  examination,  in  March,  1886,  I  found  the  eyes  very 
prominent  indeed  and  red  from  exposure  ;  he  had  no  pain, 
and  V.  =  y  in  each  eye,  Hm.  0*5  D.  No  signs  of  any 
enlargement  of  the  thyroid  gland.  No  palpitation  or 
nervousness,  and  his  pulse  tracing  was  normal,  but  rather 
weak  in  tone,  84  beats  per  minute.  No  cause  can  be  dis- 
covered. The  water  he  drinks  is  spring  water  from  a 
chalky  district.      He  is  a  farm  labourer  by  occupation. 

Treatment. — Tinct.  Ferri,  Tinct.  Digitalis,  Ext.  Ergot, 
Liq.  aa  T7\x,  Liq.  Arsenical,  iiliv,  Aq.  ^j,  three  times  a  day. 
Improvement  has  occurred  and  he  can  now  easily  close  the 
lids,  but  still  the  eyes  are  very  prominent. 


GRAVBS'S    DISEASE.  113 


Gases  of  exophthalmic  goitre. 
By  Angel  Money,  M.D. 

Dr.  Angel  Money  had  had  under  his  care  at  the 
Victoria  Park  Chest  Hospital  eight  cases  of  exophthalmic 
goitre.  The  following  were  the  most  noteworthy  points 
in  them.  A  married  woman,  aged  36,  who  had  some 
proptosis  and  spasmodic  contraction  of  both  upper  eyelids 
exposing  the  sclerotic  above  the  cornea,  with  but  slight 
general  enlargement  of  the  thyroid,  was  liable  to  violent 
attacks  of  palpitation  in  which  the  heart  acted  more  than 
200  times  a  minute,  and  during  which  a  copious  acid  sweat 
broke  out  only  down  the  central  parts  of  the  face,  as  Dr. 
Money  had  testified  for  himself.  Nothing  in  the  way  of 
antispasmodics  ever  relieved  these  attacks,  which  lasted 
generally  about  twenty  minutes.  She  also  suffered  at 
times  from  a  distinct  epileptoid  aura  that  consisted  in  "  an 
awful  smell  which  seemed  to  ascend  from  the  left  side  of 
the  body  and  reached  to  the  mouth. '"'  Consciousness  was 
never  lost ;  this  sensory  phenomenon  might  last  five 
minutes  but  never  less  than  one  minute.  The  patient's 
mother  had  hysterical  fits  for  some  years. 

One  case  was  a  single  man,  aged  18,  of  nervous  habit, 
who  had  all  the  cardinal  symptoms  but  no  Graefe's  sign. 

The  third  case  was  a  married  woman  aged  36,  who  pre- 
sented nothing  special.  The  fourth  case  was  a  girl  aged  18 
in  whom  it  appeared  that  the  goitre  was  the  first  symptom  ; 
she  declared  also  that  her  symptoms  had  been  greatly  bene- 
fited by  a  twelvemonths'  milk  diet.  The  fifth  case,  aged 
29,  married  woman,  was  greatly  shocked  twelve  years 
previously  by  death  of  a  relative ;  the  ocular  and  thyroid 
signs  appeared  very  soon  after  the  fright,  and  the  menses 
became  irregular  at  the  same  time.  The  remarkable 
feature  of  this  case  was  great  wasting  of  the  masseters,  which 
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however,  still  retained  volitional  powers  and  acted  to  the 
faradic  current. 

The  sixth  case  was  a  married  woman  aged  43,  in  whom 
the  disease  began  three  years  previously  and  was  attributed 
to  fright ;  she  had  to  get  out  of  window  because  the  house 
was  on  fire,  at  2  a.m.  ;  the  symptoms  came  on  immediately 
afterwards.  The  seventh  case  was  a  married  woman  aged 
29  ;  palpitation,  said  to  be  the  first  symptom,  began  seven 
years  ago ;  the  neck  began  to  swell  three  and  a  half  years 
ago  and  exophthalmos  developed  soon  after.  The  eighth 
case  was  a  woman  aged  39,  in  whom  the  goitre  began  first 
at  age  of  25  ;  the  eyes  were  much  diseased  two  years  later, 
and  she  was  under  Mr.  Bader's  care  at  Gruj^s  ;  the  sight 
gradually  improved.  Now  there  is  remarkable  proptosis  ; 
everything  seems  small  with  the  right  eye,  and  there  is 
considerable  myopia :  the  left  eye  is  slightly  hypermetropic ; 
nothing  abnormal  was  detected  in  the  ocular  fundus  except 
a  myopic  crescent  ;  there  is  now  scarcely  any  trace  of 
enlargement  of  the  thyroid,  and  the  heart  only  occasionally 
troubles  her.  If  it  were  not  for  the  proptosis  and  the 
history.  Dr.  Money  would  not  have  thought  of  Graves' 
disease.  The  urine  was  examined  in  all  cases  both  for 
albumen  and  sugar  but  neither  was  detected. 


Case  of  Gravefi's  disease. 

By  Thomas  Reid,   M.D.  (Glasgow). 

Archibald  F — ,  set.  17,  seen  on  February  19th,  1886, 
on  account  of  a  "  swelling  in  his  throat,''  which  was  said 
to  have  been  gradually  increasing  in  size  for  the  last  two 
years,  and  was  markedly  larger  upon  the  right  side  than 
upon  the  left.  On  inquiry  it  was  found  that  about  a  year 
ago  he  had  suffered  from  palpitation,  more  especially  after 
exertion,  but  this  symptom  only  lasted  for  a  few  weeks  ; 
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on  its  disappearance,  however,  it  was  observed  that  the 
eyeballs  began  to  protrude,  and  the  patient  himself  com- 
plained of  seeing  everything  double.  At  the  time  of 
consultation  the  enlargement  of  the  thyroid  gland  was  very 
marked,  and  the  proptosis  was  quite  distinct.  Although 
on  directing  the  glance  straight  forwards  the  upper  lids 
were  both  seen  to  be  retracted,  yet  that  condition  was  not 
observed  to  accompany  the  downward  glance.  There  was 
a  myopia  of  about  ten  dioptres,  with  very  slight  posterior 
staphyloma,  the  fundus  in  both  eyes  being  otherwise 
apparently  normal.  There  was  no  distinct  history  as  to 
the  exact  onset  of  the  myopia.  Patient  was  at  once  put 
under  treatment,  and  in  about  a  week  the  symptoms  began 
to  be  less  pronounced,  but  at  this  time  throbbing  of  the 
carotid  arteries  became  very  marked ;  this  symptom,  how- 
ever, only  remained  for  a  very  short  time,  and  although 
quite  distinctly  visible  was  at  no  time  violent.  All  sym- 
ptoms had  quite  disappeared  except  slight  proptosis, 
which  was  not  accounted  for  entirely  by  the  high  degree 
of  myopia  when  patient  was  seen  a  week  ago,  April  23rd. 
Treatment. — Locally  Lin.  lodi  painted  once  a  week  over 
the  swelling.  Internally  Mist.  Potass.  lodid.  c.  Tr.  Ferri 
Mur.  Dr.  Duncan,  Cleland,  Lanarkshire — the  regular 
medical  attendant — reports  that  there  is  no  history  of 
hereditary  tendency  to  this  disease,  and  no  cause  can  be 
assigned  for  its  occurrence  in  this  patient,  unless  it  be 
due  to  an  attack  of  inflammation  of  the  lungs  from, 
which  he  was  just  recovering  at  the  time  the  enlargement 
of  the  thyroid  was  first  observed. 


Case  of  Graves's  disease. 
By  Fkedekick  Mason. 


Jane  B — ,  aet.  40,  presented  herself  as  an  outpatient  at 
the   Bath  Eye   Infirmary  on  the   10th  of   October,   1876, 
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with  all  the  symptoms  of  Graves's  disease,  palpitations, 
enlarged  thyroid,  and  very  prominent  eyes.  There  was 
leucoma  of  the  left  cornea  with  anterior  synechias  and 
fixed  pupil.      Right  anaemia  of  choroid. 

The  most  remarkable  feature  in  the  case  was  that  on 
the  hand  approaching  the  face  the  eyes  became  congested, 
and  on  the  finger  touching  the  left  upper  lid  the  eye, 
with  a  sudden  spasm,  was  projected  forward  and  was 
dislocated  in  front  of  the  lids. 

She  was  aware  this  would  happen  and  dreaded  anything 
coming  in  contact  with  the  eyelids. 

She  came  once  only,  as  she  was  passing  through  Bath 
on  her  way  to  London,  where  she  was  requested  to  place 
herself  under  treatment  at  one  of  the  London  Ophthalmic 
Institutions. 


A  case  of  exo^ohthalmic  goitre. 
By  E.  F.  Drake  Brockman  (Madras). 

Mrs.  H— ,  get.  23  on  the  loth  October,  1883,  Avas 
married  on  the  16th  November  1882,  and  came  out 
to  India  early  in  the  year  1883.  I  was  asked  to  see  her 
on  account  of  the  following  symptoms  :  Complains  of  an 
inability  to  see  objects  near  at  hand,  as  when  reading, 
sewing,  or  writing ;  such  efforts  are  accompanied  with 
profuse  lacrymation.  These  symptoms  were  noticed  by 
the  patient  a  few  months  before  coming  under  my  observa- 
tion, although  her  friends  noticed  that  her  eyes  were  be- 
coming more  prominent,  whereas  they  were  formerly 
always  deeply  set  in  the  orbital  cavities. 

The  patient  states  that  the  menstrual  function  has 
always  been  regularly  performed.  She  noticed  that  since 
about  a  year  ago  she  has  been  troubled  with  an  excessive 
action  of  the  heart,  and  that  within  the  last  two  or   three 
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montlis  tlie  front  part  of  her  neck  had  been  getting  more 
prominent,  and  that  there  has  been  a  distinctly  marked 
pulsation  along  the  course  of  the  carotid  arteries.  She 
has  always  lived  in  the  country,  in  South  Devon.  The 
menstrual  function  showed  itself  between  the  ages  of 
sixteen  and  seventeen  years,  and  was  followed  by  sup- 
pression, but  after  leaving  school  the  periods  retui^ned. 
Since  that  time,  however,  there  has  been  a  tendency  to 
irregularity  in  them  either  in  the  direction  of  being  pre- 
mature, or  being  delayed.  During  the  past  nine  months 
there  has  been  more  regularity  ;  the  discharge  generally 
lasts  for  a  period  of  five  days  each  time. 

At  present  there  is  a  decided  tendency  to  anaemia  ; 
the  conjunctiva  is  bloodless.  She  suffers  from  hyperme- 
tropic astigmatism  ;  the  eyeballs  are  prominent ;  no  irreg- 
ularity in  the  size  of  the  pupils  ;  no  increased  tension  of 
the  eyeballs.  The  pulse  in  the  sitting  posture  is  104, 
without  any  irregularity  or  inequality  at  the  wrists  ;  the 
cardiac  impulse  is  decidedly  increased,  but  no  murmur 
can  be  detected.  The  patient  is  slightly  built,  and  is  of 
a  lymphatic  temperament. 

She  was  placed  under  a  course  of  strychnine  and  bella- 
donna with  much  benefit ;  at  the  same  time  all  violent 
movements  were  to  be  avoided.  She  remained  in  Madras 
for  a  short  time  under  my  care,  and  improved  greatly, 
but  afterwards  proceeded  to  an  up-country  station,  8000 
feet  above  the  sea  level,  where  I  subsequently  heard  that 
all  her  former  symptoms  became  greatly  aggravated. 
I  have  since  that  time  lost  all  trace  of  the  patient.  She 
has  several  sisters  alive,  all  of  whom  are  stated  to  enjoy 
good  health  in  England. 

It  is  remarkable  that  although  goitre  is  met  with  in 
India  in  great  numbers,  I  have  never  met  with  a  case  of 
"  exophthalmic  goitre  "  among  the  natives  in  my  fifteen 
years'  practice  in  diseases  of  the  eye. 
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Exophthalmic  goitre. 
By  F.  R.  Cross  (Bristol). 

Case  1. — Mary  Ann ,  aet.  59.      Parents  long-lived 

and  healthy,  no  history  of  goitre  in  family.  Menstruated 
once  at  twelve  years,  again  at  thirteen,  always  regular  up  to 
forty-three  ;  ceased  naturally  and  without  trouble.  Always 
temperate,  cheerful  and  active.  Married  at  twenty-five 
years  ;  no  conceptions.  Excellent  health  until  February, 
1885,  she  then  got  thin  and  weak  with  loss  of  appetite  and 
perspirations ;  in  May  she  passed  a  tapeworm.  She  con- 
tinued to  get  weaker,  and  palpitation  of  the  heart  was 
complained  of. 

January  21st,  1886. — She  noticed  she  could  not  shut  the 
lid  of  the  left  eye,  and  she  came  to  Dr.  Shinghton  Smith 
at  the  Bristol  Infirmary.  There  was  marked  proptosis 
of  the  left  eye,  and  also  of  the  right,  which  she  had  not 
observed.  The  symptoms  above  mentioned  were  present 
in  a  marked  degree.  The  circulation  in  the  vessels  of  the 
neck  was  very  turbulent,  but  there  was  no  enlarged  thy- 
roid, though  the  patient  complained  of  slight  globus 
hystericus.  A  large  tapeworm  was  expelled  under  treat- 
ment. 

On  February  17th  admitted  into  the  hospital,  very 
emaciated,  with  sallow,  anxious  face,  and  extreme  proptosis 
of  each  eye  ;  the  upper  lid  had  almost  disappeared  under 
the  margin  of  the  orbit,  a  broad  band  of  white  sclerotic 
showed  above  and  below  the  cornea,  and  a  shallow  groove, 
surrounding  the  cornea  a  quarter  of  an  inch  from  its 
margin,  indicated  the  insertions  of  the  recti  muscles.  The 
lids  could  not  be  closed  over  either  eye  by  extreme  effort. 
Nictitation  rarely  occurred  even  in  slight  degree  ;  Graefe's 
lid  sign  was  occasionally  elicited,  but  was  usually  absent. 
The  pupils  were  somewhat  dilated  and  sluggish  to  light 
and  accommodation.  The  eyes  otherwise  healthy,  but  the 
retinal  veins  were  large  and  tortuous. 
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Heart  turbulent,  no  bruit ;  marked  pulsation  of  all 
the  arteries  of  the  neck  with  arterial  bruit  above  sterno- 
clavicular joint.  Radial  pulse  150,  irregular ;  neck  very 
thin,  but  thyroid  gland  found  with  great  difficulty.  Slight 
emphysema  of  lungs,  with  sibilant  rhonchi  heard  all  over 
chest. 

There  is  much  secretion  of  tears,  especially  with  extreme 
light,  or  when  she  lies  down ;  the  eyes  feel  chilly  and 
tender,  they  are  relieved  by  being  covered  with  the  warm 
hand. 

Treatment  by  the  constant  current  and  arsenic  has  not 
altered  her  condition. 

The  exophthalmos  in  this  case  seemed  a  complication 
following  upon  vascular  depression  with  general  weakness, 
it  was  quite  independent  of  menstruation.  There  was  no 
enlargement  of  the  thyroid  body. 

Dr.  Shinghton  Smith  tells  us  that  he  once  saw  in  con- 
sultation a  married  woman  with  every  symptom  of  exoph- 
thalmic goitre,  who  was  apparently  dying  of  general 
anasarca  and  oedema  of  the  lungs.  Puncture  of  the  legs 
was  followed  by  very  rapid  and  complete  recovery  of  the 
patient. 

Case  2  seems  to  show  a  relation  between  Graves's  dis- 
ease and  derangement  of  the  reproductive  system. 

Emma  S — ,  had  suffered  severely  from  supra-orbital 
headaches  since  eight  years  old.  Palpitation  of  the 
heart  commenced  at  seventeen,  it  became  worse,  and  at 
nineteen  was  very  severe ;  the  throat  also  commenced 
to  swell,  it  soon  became  very  large,  and  was  exaggerated 
by  palpitation ;  the  right  side  is  said  to  have  been 
the  larger.  About  the  same  time  the  friends  noticed 
prominence  of  the  eyes,  and  drew  the  attention  of  the 
patient  to  it.  At  twenty  she  first  menstruated,  and  was 
regular  for  four  months  with  distinct  relief  from  the 
heart  worry,  especially  at  the  periods.  She  then  had 
amenorrhcea  for  two  years,  with  severe  palpitation  and 
dyspnoea,  which  were  exaggerated  at  certain  times  (abortive 
menstrual  periods),  when  also  the  eyes  and  throat  became 
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larger.  She  was  very  anaemic.  At  twenty-two  years  slie 
again  menstruated  and  her  symptoms  slightly  improved. 

About  this  time  she  had  a  sharp  attack  of  muscular 
rheumatism  for  which  she  went  to  Taunton  Hospital,  where 
she  also  suffered  severely  from  pharyngitis,  and  during  this 
time  the  left  corned  ulcerated.  Dr.  William  Liddon  kindly 
writes  :  ''  On  February  10th,  1883,  E.  S—  had  exoph- 
thalmic goitre  but  read  Jaeger  1  with  each  eye,  a  few  days 
later  she  had  a  feverish  attack  with  sore- throat  to  which 
she  had  been  liable.  On  March  18th',  1883,  during  this 
attack  of  sore-throat  the  left  cornea  became  inflamed  with 
severe  pain  and  considerable  discharge.  Mr.  Rigden  con- 
siders the  chief  cause  of  the  ulceration  of  the  cornea  was  its 
di-y  state  from  non-closure  of  the  lids.  My  own  recollection 
of  the  case  leads  me  to  say  that  I  thought  the  ulceration  due 
partly  to  non-closure  of  the  lids  and  partly  to  faulty  nutrition 
of  the  cornua  through  the  proptosis  and  the  general  state 
of  the  circulation.  That  the  non-closure  of  the  lids  was 
affecting  the  eye  I  am  certain,  and  with  the  view  of 
relieving  that  as  well  as  to  prevent  the  ball  projecting 
beyond  them,  we  tried  various  devices  short  of  operation. 
No  note  is  made  of  the  state  of  tension,  if  it  had  been 
altered  it  would  have  been  noted  for  certain. ^^ 

The  eye  gradually  ceased  to  discharge. 

On  April  8th,  1886,  the  patient  came  under  my  care 
with  well-marked  exophthalmic  goitre.  The  symptoms 
were  moderate  in  degree,  not  causing  much  inconvenience. 
The  heart  was  large,  its  apex  beat  in  the  sixth  space  one 
inch  outside  the  nipple.  There  was  a  systolic  thrill,  a 
faint  blowing  murmur  at  the  apex  was  conducted  to  the 
axilla  and  heard  below  the  angle  of  the  scapula.  No  basic 
murmur.  A  slight  excess  of  palpitation  was  present  in 
the  cervical  blood-vessels  ;  the  thyroid  body  was  somewhat 
enlarged  and  soft.  The  patient  was  anaemic,  but  stated 
that  she  was  in  much  better  health  than  formei'ly,  and 
indeed  was  fairly  well  except  when  errors  in  menstruation 
occurred.  Each  eye  was  distinctly  prominent,  the  lid 
edge  resting  just   inside   the  corneal  margin.      The   eyes 
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were  staring,  and  nictitation  rarely  occurred.  The  lids 
could  not  be  completely  closed  by  the  strongest  effort. 

The  right  eyeball  was  normal,  the  retinal  veins  were 
enlarged. 

The  left  cornea  was  covered  in  its  lower  four-fifths  by  a 
thick  mass  of  interstitial  sclerosis,  the  surface  of  which  was 
uneven  and  prominent.  It  was  fed  by  large  vessels  run- 
ning on  each  side  upon  the  exposed  sclerotic.  The  upper 
edge  of  the  cornea  lay  under  the  upper  lid  and  was  un- 
affected. Graefe's  lid  sign  was  not  observed.  Removal 
of  the  subconjunctival  tissue  and  the  hypertrophied  blood- 
vessels lessened  and  improved  the  condition  of  the  leucoma. 
The  eyeball  tension  was  increased,  the  whole  globe  tend- 
ing to  be  somewhat  enlarged.  A  wide  iridectomy  in  the 
clear  segment  of  the  cornea  slightly  improved  vision,  and 
the  tension  was  normal  when  she  left  the  hospital. 

The  friends  of  this  patient  are  no  longer  anxious  as  to 
her  general  health.  She  will  probably  still  further 
recover. 

Case  3  is  one  of  recovery  after  serious  illness.  Miss 
C — ,  ast.  23,  consulted  me  for  a  soft  goitre,  the  size  of  a 
large  orange,  implicating  the  isthmus  and  the  two  lobes. 
The  tumour  with  the  cei'vical  blood-vessels  was  pulsating. 
Heart  excited  with  widely  distributed  impulse.  Hsemic 
bruit  over  each  third  costal  cartilage,  and  in  the  neck. 
Patient  not  at  all  thin,  but  pale  and  very  delicate  looking, 
flushes  easily,  and  is  very  short  breathed.  Can  take 
scarcely  any  physical  exercise,  practically  lives  on  the  sofa. 
Any  rapid  effort  produces  a  ''  roaring  "  sound  in  the 
trachea  (?  pressure  of  goitre).  She  is  listless,  but  easily 
excited  and  worried.  She  menstruates  very  freely  every 
fortnight,  and  has  done  so  for  nearly  two  years  ;  palpita- 
tion has  been  present  all  this  time.  The  swelling  in  the 
neck  has  been  observed  a  year.  The  eyes  were  distinctly 
prominent  otherwise  healthy,  with  the  exception  of  some 
conjunctival  worry  from  exposure.  The  lids  were  widely 
dilated  but  could  be  completely  closed.  Two  months  after 
treatment  by  belladonna  with  occasionally  iron,  ergot,   or 
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digitalis^  the  tumour  in  the  neck  was  harder  and  smaller. 
She  was  a  better  colour,  and  was  menstruating  much  more 
regularly. 

She  then  got  into  a  very  serious  condition,  dyspnoea 
and  palpitation  of  the  heart  and  neck  were  excessive ;  she 
was  extremely  weak  and  apathetic.  The  prognosis  of  Dr. 
Gowers,  whom  I  advised  her  to  see,  was  extremely  grave, 
and  it  was  with  some  hesitation  that  I  recently  sent  a 
letter  to  inquire  what  might  have  happened. 

May,  1886. — Miss  C —  writes  that  she  is  now  quite  well. 
She  remained  very  poorly,  resting  on  her  sofa.  Two  years 
ago  she  went  to  Worthing  and  remained  there  fourteen 
months.  Here,  she  says,  improvement  soon  commenced 
and  continued  in  every  direction.  "  It  seemed  to  take  the 
throat  down  altogether  "  and  quite  set  her  up.  She  adds 
that  the  eyes  are  all  right,  the  palpitation  is  only  felt  when 
going  up  a  hill  or  stairs.  On  the  whole  she  has  nothing 
at  all  to  complain  of  and  considers  herself  quite  well. 

Dr.  Waldo  tells  me  of  a  typical  case  in  a  woman  get.  27, 
which  got  well  after  prolonged  use  of  the  constant  current. 
There  was  very  marked  proptosis,  but  Graefe's  lid  sign 
could  not  be  clearly  shown. 

Case  4. — A  female,  aet.  17,  single,  was  admitted  into 
the  Bristol  Infirmary  under  Dr.  Waldo  with  well-marked 
Graves's  disease.  No  history  of  goitre  in  the  family. 
Ailing  three  and  a  half  years.  Catamenia  absent  three 
years.  Heart  dilated,  much  visible  pulsation,  high-pitched 
systolic  murmur  at  apex.  No  cough  nor  expectoration ; 
not  markedly  anEemic.  Pulse  small,  compressible,  160. 
Much  pulsation  in  arteries  of  neck.  Right  lobe  of  thyroid 
mainly  enlarged.  Urine  1020,  free  of  albumen  and  sugar. 
Patient  has  suffered  for  some  months  from  severe  vomit- 
ing. The  eyes  are  myopic,  pupils  equal  and  dilated,  act 
well.  No  abnormal  fulness  nor  tortuosity  of  retinal 
veins — venee  vorticosae  apparently  seen  through  thin  trans- 
parent retina. 

This  patient  died  suddenly  of  cardiac  failure.  No  post- 
mortem was  allowed. 
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On  Graves's  disease. 
By  W.  H.  Jessop,  M.B. 

In  order  to  find  out  whether  there  is  any  similarity 
in  the  appearances  of  an  eye  under  the  influence  of  cocain, 
and  those  noted  in  cases  of  Graves's  disease,  I  have  made 
several  observations.  In  a  paper  before  the  Ophthalmo- 
logical  Society  in  January,  1885,  I  called  attention  to  the 
fact  that  cocain  produced  an  enlargement  of  the  palpebral 
fissure  by  acting  on  both  upper  and  lower  lids.  Also  in 
the  '  Centralblatt  fiir  Medicinische  Gewissenschaft,'  for 
March  14th,  1885, 1  recorded  the  fact  that  distinct  proptosis 
occurred  often  on  using  cocain,  especially  when  the  eye 
was  deeply  under  its  influence  ;  this  I  noted  first  in 
experiments  on  rabbits. 

The  staring  look  of  the  eye  in  Graves's  disease,  and  the 
increased  amount  of  sclerotic  shown  is  well  seen  in  the 
cocainised  eye. 

The  absence  of  the  normal  involuntary  winking  of  the 
lids  is  to  be  noted  in  both  Graves's  disease  and  the 
cocainised  eye. 

If  care  is  taken  that  the  drug  reaches  the  upper  lid, 
Graefe's  symptom  is  often  well  marked,  the  lid  halting  on 
looking  down  ;  sometimes  the  difference  appears  as  much 
as  one  sixth  of  an  inch. 

Proptosis  is  present  as  before  mentioned  in  many  cases, 
and  can  be  approximately  measured  by  carefully  raising 
the  upper  lids  equally,  and  then  looking  from  above  the 
head  (certain  points  having  been  previously  fixed). 

Having  thus  observed  these  symptoms  in  normal  eyes, 
I  proceeded  to  see  the  effect  of  the  local  application  in 
cases  of  Graves's  disease  in  which  there  was  well-marked 
exophthalmos,  &c.  In  one  case  a  woman  forty -two  years 
of  age,  with  well-marked  bilateral  exophthalmos,  Graefe's 
and  Stellwag's  symptoms,  &c.,  I  applied  a  2  per  cent, 
solution  of   cocain    hydrochlorate    twice  to  the   left  eye. 
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In  twenty  minutes  the  left  palpebral  fissure  was  greater 
tlian  the  right,  and  the  amount  of  sclerotic  exposed  much 
increased.  The  left  upper  lid  halted  at  least  one  eighth 
of  an  inch  higher  than  the  right ;  the  protrusion  of  the 
left  eyeball  was  also  well  marked,  and  the  discomfort  felt 
by  the  patient  would  make  me  hesitate  to  use  the  drug  iu 
marked  cases  of  Graves's  disease  with  exophthalmos. 

In  my  experiments  on  the  action  of  cocaine  on  the  eyes 
of  rabbits  after  section  of  the  cervical  sympathetic,  I 
noticed  after  a  few  days  that  besides  cocain  having  no 
effect  on  the  pupil,  there  Avas  scarcely  any  proptosis  or 
enlargement  of  palpebral  aperture. 

The  mydriasis,  and  paresis  of  accommodation  observed 
in  the  cocainised  eye,  are  not  present  in  G-raves's  disease 
as  far  as  I  know. 

The  ocular  symptoms,  therefore,  we  may  have  in 
common  in  Graves^s  disease,  and  an  eye  under  the  influence 
of  cocain,  are  enlargement  of  the  palpebral  aperture, 
staring  aspect  of  the  eye  from  the  amount  of  sclerotic 
exposed,  absence  of  the  involuntary  lid  wink,  proptosis, 
and  halting  movement  of  the  upper  lid. 

The  ocular  appearances  found  in  common  in  the  co- 
cainised eye  and  Graves's  disease  would  point  to  the  origin 
of  such  symptoms  in  irritation  of  the  cervical  sympa- 
thetic. 

The  increase  of  the  symptoms  in  cases  of  Graves's 
disease  by  application  of  cocain  to  the  eye  is  pi'obably 
due  to  cocaine  irritating  the  endings  of  the  sympathetic, 
and  thus  adding  to  the  central  effect,  which  is  apparently 
the  reason  for  the  ocular  troubles  in  that  disease. 
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I.  DISEASES   OF  EYELIDS    AND    CONJUNC- 
TIVA. 

1.  Peinphigus  of  the  conjunctiva. 
By  W.  Lang. 

The  cases  wliicli  I  bring  before  the  notice  of  the  Society 
this  evening  are  examples  of  a  very  rare  affection,  if  one 
may  judge  by  the  number  of  recorded  cases. 

Mr.  White  Cooper  was  the  first  to  publish  a  case  of  this 
disease  in  the  year  1858.  It  is  to  be  found,  with  an 
accompanying  plate,  in  Vol.  I  of  the  '  Royal  London  Oph- 
thalmic Hospital  Eeports,^  and  it  describes  the  condition 
of  the  conjunctiva  in  a  young  woman,  get.  24,  who  was 
under  Mr.  White  Cooper's  care  with  pemphigus  of  the 
arms,  legs,  lids,  and  conjunctiva.  Since  then  twenty-two 
cases  have  been  published,  all  by  continental  observers, 
with  the  exception  of  one  by  J.  Campbell  in  America. 

In  eighteen  of  these  cases  the  conjunctival  affection 
appeared  as  a  part  of  a  local  or  universal  eruption  of  pem- 
phigus vulgaris  or  foliaceous.  Still  the  participation  of 
the  conjunctiva  in  general  pemphigus  cannot  be  very 
common,  as  fiebra,  up  to  the  year  1873,  had  seen  200 
cases  of  pemphigus  without  the  conjunctiva  being  once 
affected  (Pfliiger). 

In  some  of  these  cases,  Pfliiger' s,  for  example,  the  con- 
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junctival  sacs  are  gradually  and  completely  obliterated, 
till  tlie  lids  become  adherent  to  an  opaque  and  stapbylo- 
matous  cornea ;  whilst  the  whole  of  the  skin  is  converted 
into  scar-like  tissue  from  the  repeated  outbreaks  of  the 
pemphigus  bullee,  the  mucous  membrane  of  the  mouth, 
throat,  &c.,  being  similarly  altered. 

In  other  cases  the  disease  attacks  limited  areas  of  skin, 
and  the  conjunctiva  is  only  partially  affected,  as  in  Mr. 
White  Cooper's  case,  which,  as  will  be  seen  by  the  plate, 
greatly  resembles  the  present  condition  of  the  conjunc- 
tival sacs  of  my  youngest  patient. 

There  is  another  class  of  cases  described  by  Stellwag 
in  his  book,  in  1870,  under  the  title  of  "  Syndesmitis 
Degenerativa,^'  and  by  Von  Graefe  in  his  '  Archiv '  for 
1878  as  "  Essentielle  Schrumpfung  der  Bindehaut,"  or 
essential  atrophy  of  the  conjunctiva,  which  is  characterised 
by  a  gradual  shrinking  of  the  conjunctival  sacs.  Von 
Graefe  mentioned  having  seen  four  such  cases  at  the 
Heidelberg  Congress  of  1879,  and  Horner  up  to  1882  had 
seen  three  cases  amongst  70,000  patients. 

Dr.  M.  Reich,  of  Tiflis,  in  '  Centralblatt  f .  prakt.  Augen- 
heilkunde  '  for  May,  1882,  p.  145,  mentions  having  seen 
several  cases  of  shrinking  of  the  conjunctiva  amongst 
Baschkirs  without  any  disturbance  of  the  normal  appear- 
ance of  the  lids  or  any  irritation  of  the  eyes.  There  was 
no  trace  of  trachomata,  and  he  considered  it  due  to  a 
cicatricial  degenerative  process.  This  was  in  1879.  In 
the  summer  of  1881  he  saw  two  more  cases,  and  these,  in 
addition  to  the  conjunctival  change,  had  the  remains  of  a 
superficial  pathological  process  on  the  skin  of  the  face  and 
hands.  The  patients  said  they  had  had  eruptions  of  bullge 
on  these  parts. 

In  October,  1881,  he  saw  another  of  these  cases,  which 
he  believed  would  help  to  clear  up  and  explain  those  rare 
cases  which  are  described  under  the  mysterious  name  of 
syndesmitis  degenerativa.  The  patient  was  a  Georgian 
student,  aged  19,  who  complained  of  epiphora  on  exposure 
to  the  wind.      The  lids  and  lashes  appeared  quite  normal, 
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but  the  palpebral  conjunctiva  was  thickened  and  white  as 
if  scarred  superficially.  The  conjunctival  sacs  were  also 
slightly  shrunken,  and  the  commissure  nari'owed.  There 
was  no  evidence  of  previous  trachoma  or  purulent  oph- 
thalmia. The  patient  said  he  had  suffered  six  years  before 
from  an  eruption  of  blisters  on  the  skin  and  in  the  mouth. 
The  blisters  were  filled  with  fiuid.  Tears  flowed  from  his 
eyes,  and  it  was  difficult  for  him  to  see,  and  he  had  a 
feeling  as  if  bread  crumbs  were  under  the  lids.  The 
illness  lasted  three  months.  Slight  traces  of  the  skin 
eruption  were  still  to  be  seen  on  the  joints,  face,  and 
corners  of  the  mouth.  Reich  regards  the  whole  of  the 
changes  as  being  due  to  an  attack  of  pemphigus.  He 
then  mentions  other  cases,  which  he  remembers  to  have 
seen,  where  the  lids  were  bound  to  the  globes  and  the 
cornege  covered  by  a  membrane,  without  a  trace  of  tracho- 
mata  and  without  any  history  of  a  scald.  It  is  now  clear 
to  him  they  were  severe  cases  of  pemphigus.  He  con- 
cludes by  saying  it  is  probable  that  Graefe's  and  Stellwag's 
cases  of  Essentielle  Schrumpfung  der  Conjunctiva  and 
Syndesmitis  Degenerativa  were  cases  of  pemphigus  of  the 
conjunctiva,  the  skin  affection  having  ceased  and  the  scars 
not  looked  for.  In  this  way  he  says  most  of  the  cases  of 
essential  shrinking  can  be  explained. 

In  the  August  number  of  Zehender's  '  Monatsblatter  ' 
for  1884  Dr.  Steffan  records  a  case  of  this  essential  atrophy 
of  the  conjunctiva,  which  he  had  been  watching  for 
several  months.  It  occurred  in  an  old  woman,  Helene 
Hiills,  ast.  73,  who  came  under  observation  in  December, 
1882,  suffering  from  slight  inflammation  and  discharge 
from  the  left  conjunctiva,  with  a  peculiar  consecutive 
scarring  process  of  the  lower  conjunctival  sac  and  partial 
entropium.     No  trachoma. 

The  inflammation  continued  till  the  inner  edge  of  the 
lower  lid  was  bound  to  the  margin  of  the  cornea,  the 
outer  third  of  the  conjunctival  sac  obliterated,  and  the 
inner  two  thirds  reduced  to  a  depth  of  3  mm.  The  lids 
were  also  adherent  by  their  margins  at  the  inner  and  outer 
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cantlius.  Meanwhile  a  similar  process  developed  in  the 
right  eye,  viz.  hyperaemia  of  the  conjunctiva,  excoriation, 
discharge  and  shrinking  of  the  lower  conjunctival  sac  until 
the  inner  margin  of  the  lid  passed  direct  to  the  swollen 
limbus  corneae,  and  the  lids  become  adherent  by  their 
margins  at  the  inner  canthus. 

The  left  upper  sac  remained  quite  free  from  the  disease, 
the  right  nearly  so,  but  on  everting  the  lids  they  were 
hypergemic  and  contained  a  few  linear  scars. 

Some  months  after  the  beginning  of  the  conjunctival 
affection  an  eruption  of  pemphigus  vesicles  took  place  on 
the  skin  of  the  lids  on  both  sides.  The  vesicles  contained 
clear  straw-coloured  fluid,  varied  in  number  and  size  from 
time  to  time,  the  largest  being  as  big  as  a  bean.  The 
area  of  the  skin  on  which  they  appeared  was  limited  by 
the  bony  margin  of  the  orbit.  Only  once  was  a  vesicle 
seen  on  the  conjunctiva,  and  this  occurred  on  the  skin -like 
shrunken  lower  conjunctival  sac. 

Later  on  the  patient  suffered  with  her  throat,  and 
Professor  Moritz  Schmidt  saw  a  yellow  vesicle  on  the  epi- 
glottis about  3  mm.  high  and  half  as  long-  as  the  epiglottis 
is  broad.  Two  days  later  the  mucous  membrane,  where  it 
had  been  seen,  was  again  normal.  Numerous  traces  of 
recently  ruptured  vesicles,  looking  like  grey  eschars,  were 
also  seen  on  various  parts  of  the  pharynx  and  larynx. 

In  March,  1885,  Dr.  Steffan  continued  the  history  of 
this  case.  The  upper  conjunctival  sacs  continued  to 
shrink,  the  corneal  epithelium  was  raised  by  circumscribed 
vesicular  swellings.  Then  the  cornea  ulcerated,  the  iris 
prolapsed,  and  now  the  lids  are  completely  adherent  to 
shi'unken  globes. 

The  general  health  remained  good  and  the  eruptions  of 
pemphigus  on  the  lids  ceased,  and,  with  the  exception  of 
the  throat,  no  vesicles  have  been  seen  on  any  other  part 
of  the  body. 

Steffan  says  it  is  a  fact,  known  to  skin  pathologists, 
that  occasionally  the  first  eruption  of  pemphigus  vesicles 
takes  place  on  the  mucous  membranes,  and  it  is  only  at  a 
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later  stage  that  tliey  appear  on  the  skin.  He  then  asks 
why  the  cases  of  Xerophthahnia  described  by  Graefe  as 
Essentielle  Schrumpfuug  der  Bindehaut,  and  by  Stellwag 
as  Syndesmitis  Degenerativa^  should  not  be  attributed  to 
pemphigus  of  the  mucous  membrane. 

That  vesicles  do  occur  on  the  conjunctiva^  although 
they  are  not  often  seen,  is  fully  proved  by  Schweigger, 
who  records  in  Knapp's  ^Archive/  vol.  xiv  (English),  a 
rare  conjunctival  lesion  (formation  of  vesicles  with  sub- 
sequent atrophy). 

A  vigorous  man  of  seventy  suffered  with  inflammation  in 
the  eyes  for  the  first  time  in  his  life  in  1882.  Schweigger 
saw  him  in  November,  the  scleral  conjunctiva  was  strongly 
and  irregularly  congested,  and  the  lower  lid  adherent  to 
the  ocular  conjunctiva.  The  upper  lids  were  normal. 
There  was  no  evidence  of  trachoma.  In  February,  1883, 
Schweigger  was  called  to  see  the  patient  suddenly,  and 
"  found  on  the  scleral  conjunctiva,  close  to  the  edge  of  the 
lower  lid,  a  deeply  congested  place  and  a  light  grey  movable 
mass,  evidently  a  part  of  the  wall  of  a  vesicle,  which  was 
hidden  in  gi'eat  part  behind  the  under  lid,  and  had  already 
burst,  just  as  I  had  seen  it  in  cases  of  pemphigus  con- 
junctivee  in  association  with  the  same  disease  in  the  skin. 
The  pemphigus  vesicles  had  never  been  present  in  the 
skin,  but  on  the  other  hand  the  patient  had  suffered  for 
years  with  a  similar  disease  of  the  mucous  membrane  of 
the  mouth,  on  which  circumscribed  patches  of  inflamma- 
tion appeared  from  time  to  time." 

A  new  attachment  of  the  lid  to  the  globe  at  the  seat  of 
the  vesicle  gradually  took  place. 

Graefe,  who  saw  the  case,  pronounced  it  to  be  "  Essen- 
tial atrophy  of  the  conjunctiva.^' 

The  cases  I  show  this  evening  are  examples  of  these 
two  forms  of  the  affection.  The  younger  patient  of 
general  pemphigus,  with  accompanying  eye  trouble,  the 
two  elder  of  local  pemphigus  affecting  mucous  membranes 
only.      Their  histories  are  as  follows  : 

VOL.  VI.  9 
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Case  1 . — Florence  W —  is  a  tliin,  cachectic  young  woman 
of  twenty-four.  Her  parents  are  alive  and  healthy,  they 
have  had  nine  children,  two  of  whom  died  when  young, 
the  remainder,  with  the  exception  of  the  patient,  being 
quite  healthy. 

In  the  spring  of  1871  the  glands  in  the  left  side  of  her 
neck  began  to  enlarge  and  one  of  them  burst.  After  a 
change  of  air  she  remained  well  for  two  years,  and  then 
the  swellings  in  the  neck  returned  and  burst,  or  were 
opened  every  spring  during  four  years.  Previously  her 
health  had  been  very  good. 

In  1876  she  came  to  London  for  a  change  after  recovering 
from  a  severe  illness.  During  this  illness  her  breathing 
was  affected,  and  she  was  in  bed  for  one  month.  "Whilst 
in  London  the  ends  of  the  fingers  gathered  and  blisters 
came  on  the  backs  of  the  hands  and  the  front  of  the 
body  ;  those  on  the  body  being  very  large.  Since  then 
she  has  never  been  fi'ee  for  any  length  of  time  from  this 
eruption,  which  has  appeared  on  almost  every  part  of  the 
skin,  but  chiefly  on  the  hands,  arms,  feet,  and  front  part 
of  the  trunk,  and  the  mucous  membrane  of  the  mouth. 

On  her  return  home  from  London  in  1876  the  eyelashes 
began  to  turn  in,  and  they  were  constantly  pulled  out  by  a 
surgeon.  The  white  part  of  the  eye  also  became  red. 
In  1879  the  eruption  on  the  feet  was  so  severe  that  she 
was  unable  to  walk  for  several  months. 

She  is  constantly  having-  outbreaks  of  the  eruption, 
especially  on  the  parts  exposed  to  injury — such  as  the 
hands,  feet,  elbows,  &c.  A  vigorous  shake  by  the  hand 
will  produce  a  blister,  and  leaning  on  an  elbow  or  the 
chafing  of  her  dress  near  the  shoulder,  has  a  similar 
result,  so  that  she  is  rarely  free  from  one  or  more  bullse. 

Her  present  condition  has  remained  almost  unaltered 
during  the  past  three  years  that  I  have  had  her  under 
observation.  On  either  side  of  the  neck  she  has  several 
large  scars,  which  occupy  the  skin  from  the  angle  of  the 
jaw  to  the  upper  part  of  the  chest ;  on  the  left  side  one 
of  the  scars  is  adherent  to  the  clavicle.      They  consist  of 
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thin  parcliment-like  tissue.  Tiie  skin  of  the  palms  of  the 
hands  and  fingers  is  smooth,  thickened  and  contracted ; 
all  the  papilla3  being  destroyed.  The  toes  are  in  a  similar 
condition,  the  nails  being  very  small,  and  on  one  toe 
the  nail  is  lost.  On  the  backs  of  the  hands  the  scarred 
condition  of  the  skin  is  very  marked,  and  several  small 
blisters  in  various  stages  are  to  be  seen  here  and  also  on 
the  wrists  ;  one  is  filled  with  yellowish  serum,  another  with 
blood-stained  fluid,  and  others  have  recently  ruptured. 

The  mucous  membrane  of  the  lips,  mouth,  and  tongue 
is  considerably  altered,  especially  on  the  tongue,  which  is 
thin,  smooth,  and  shiny,  the  papillae  being  destroyed.  On 
the  left  side  of  the  tongue  are  two  small  vesicles  about 
the  size  of  peas  filled  with  clear  yellow  fluid.  At  times 
the  eruption  in  the  throat  prevents  her  swallowing  food. 
The  teeth  are  decayed  and  the  gums  thickened. 

About  three  years  ago  this  patient  came  under  Mr. 
Adams's  care  at  Moorfields  for  the  inverted  lashes.  He 
performed  a  Burow's  operation  which  had  a  beneficial 
effect.  At  that  time  it  was  regarded  as  a  case  of  granular 
ophthalmia  followed  by  great  shrinking-  of  the  conjungtiva, 
although  there  were  no  granulations  visible.  Still  the 
conjunctiva  was  red  and  thickened  by  scar  tissue.  The 
lower  conjunctival  sacs  were  almost  obliterated,  and  the 
tipper  ones  very  shallow,  due  to  the  adhesion  of  the  lids 
to  the  globes.  The  shrinking  of  the  conjunctiva  has 
slightly  increased  in  the  left  eye,  but  its  present  condition 
has  been  maintained  for  a  year  or  more.  The  thick  opaque 
membrane  which  joins  the  lower  lid  to  the  cornea  has 
spread  in  front  of  the  pupil,  and  the  vision  in  this  eye 
=  6%.      In  the  E.  eye  V.  =  f . 

Case  2. — Hannah  H — ,  a  well-nourished  woman,  eet.  52, 
has  borne  twelve  children,  the  youngest  of  whom,  a  healthy 
boy  of  thirteen,  is  the  only  one  living.  The  remainder, 
with  three  exceptions,  were  destroyed  at  instrumental 
labours.  The  surviving  one  was  born  after  a  prematurely 
induced  labour.      With  the  exception  of  these  bad  confine- 
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ments,  her  health  has  always  beeu  good  except  that  since 
a  girl  she  has  been  subject  to  ulcerated  sore-throat.  For 
the  last  four  years  she  has  hardly  been  free  from  a  sore- 
throat,  and  often  it  has  been  worse  in  the  summer  than  the 
winter.  This  soreness  in  the  throat  comes  suddenly,  and 
it  feels  like  a  swelling  ;  after  coughing  some  time  she  often 
brings  up  something  white  like  a  piece  of  skin  and  then  the 
throat  feels  quite  raw  and  she  cannot  swallow  ;  it  gets 
well,  however,  very  rapidly.  These  kinds  of  attacks  were 
very  frequent  a  year  or  two  ago,  but  lately  they  have  not 
come  so  often.  The  nose  has  also  of  late  been  affected, 
and  now  she  can  hardly  breathe  through  the  right  nostril 
and  the  left  has  been  quite  stopped  for  some  months. 

In  the  spring  of  1883  the  white  part  of  the  eyes  became 
red,  the  lids  drooped,  and  there  was  a  discharge  accom- 
panied by  pain  and  heat. 

On  December  13th,  1883,  Messrs.  Anderson  Critchett, 
and  Henry  Juler  showed  this  patient  at  this  Society,  and 
their  description  of  the  case,  recorded  at  page  30  in  volume 
iv  of  the  reports,  is  as  follows  : 

"  '  Peculiar  conjunctival  affection.''  Hannah  H — ,  set. 
50,  married  ;  health  good.  Nine  months  ago  she  had  an 
attack  of  '  cold  in  the  eyes,'  accompanied  by  gritty  sen- 
sation, muco-purulent  discharge,  and  redness  of  the  con- 
junctiva. Since  then  the  eyes  have  never  been  quite  well, 
but  during  the  last  six,  weeks  the  right  eye  has  steadily 
become  worse. 

"  Present  condition. — Right  eye  :  The  whole  fornix  con- 
junctivae is  greatly  thickened  so  that  both  the  upper  and 
lower  cul-de-sac  are  almost  obliterated,  and  the  upper  lid 
cannot  be  everted.  The  ocular  and  palpebral  conjunctivae 
are  also  thickened  and  congested.  The  central  three  fourths 
of  the  cornea  are  clear  and  unaffected,  but  at  the  circum- 
ference the  conjunctival  layer  is  seen  to  be  thickened  and 
opaque.     V.  =  g-g. 

"  Left  eye  :  The  cornea  is  unaffected.  The  ocular  and 
palpebral  conjunctivae  are  slightly  congested,  but  that  of 
the  upper  cul-de-sac  is  becoming  similarly  thickened  to  that 
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Of  the  right  eye.     V.^ft.      (December  13th,  1883,  p.  30, 

^''\rl'L    on    reading    the    various    cases    recorded    by 

1    -,  +i,of  if  nppiirrpd  to  me  that  Messrs. 

continental  observers  that  it  occurieQ  to  m«  „ 

Critchett  and  Juler's  "pecnliar  conjunctival  affection 
was  a  case  of  essential  shrinking  of  the  conjunctiva.  I 
am  very  much  indebted  to  Mr.  Juler  for  kindly  giving 
me  the  patient's  address.  After  bemg  shown  at  this 
Society  she  attended  for  fifteen  months  at  Moorfields, 
beino-  under  Mr.  Lawson's  care,  where  I  again  saw  her  j 
but  The  disease  steadily  progressed  till  it  reached  its  presen 
.ta^e  She  thinks  that  during  the  last  seven  months  it 
has  remained  stationary  although  without  treatment 

At  present  the  right  palpebral  fissure  is  much  shor    r 
and    narrower    than  normal,  both    lids  being  completely 
adherent    to  the    globe   along  their  whole  leugth  excep 
opposite  the  vertical  diameter  of  the  cornea,  where  there 
is  a  small  remnant  of  the  upper  and  lower  conjunctival 
acs,  about  2  mm.  deep.     At  this  point  the  lids  are     mm. 
apart  ;  at  the  outer  and  inner  canthus  they  almost  touch. 
The  lashes    are  unaltered    and   in  their  normal  position. 
The  conjunctiva  is  replaced  by  a  dry,  thick,  opaque  mem- 
brane which  stretches  from  the  inner  margm  of  one  lid 
across  the  cornea   to  the  inner  margm  of  the  other.      At 
only  one  point  is  the  cornea  moist  and  semitransparent 
viz    adjacent  to  the   remains    of    the  upper  conjunctival 
sac  ;   elsewhere  it  is  rough  and  dry  and  the  ins  cannot  be 

seen  through  it.  •  ^  >        ^ 

The  left  eye  is  in  the  same  condition  as  the  right,  only 

that  there  is  no  indication  of  the  lower  coiii--tiv-l  f^ 
whilst  the  remains  of  the  upper  one  is  a  little  larger  than 
on  the  right  side.  The  cornea  is  more  opaque  and  is 
covered  by  crusts  of  secretion.  The  poor  woman  has  to 
be  led  about  by  her  child.  The  globes  are  almost  motion- 
iess  but  the  lids  can  be  completely  closed  although  they 
canBot  be  separated  beyond  7  mm.  The  edges  of  the 
lids  which  come  in  contact  when  the  eyes  are  closed  are 
nearly  normal. 
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On  the  soft  palate  to  the  left  of  the  uvula  there  is  one 
small  round  grey  patch  the  size  of  a  pea  ;  it  looks  like  the 
remains  of  a  recently  ruptured  vesicle.  The  epiglottis  is 
thickened  and  the  mucous  membrane  of  the  larynx  is 
apparently  scarred.  The  patient  is  at  present  under  Mr. 
Hensman's  observation,  who  is  waiting  to  see  a  vesicle. 
I  will  append  his  report  as  soon  as  he  has  made  it.  She 
says  that  about  a  year  ago,  after  using  a  fresh  ointment, 
a  number  of  blisters  formed  on  the  skin  of  the  upper  lids  ; 
they  healed  quickly  and  since  then  there  has  been  no 
recurrence. 

Case  3. — Ellen  D — ,  servant,  single,  aet.  35,  was  born 
in  a  workhouse  and  has  lived  there  nearly  all  her  life. 
Her  general  health  has  always  been  good,  and  it  was  the 
injflammation  in  the  eyes  which  obliged  her  to  give  up 
her  occupation  ten  years  ago  and  return  to  the  workhouse. 
The  inflammation  was  accompanied  by  a  burning  pain 
which  did  not  cease  till  two  or  three  years  ago.  All  this 
time  the  sight  was  failing  gradually,  and  during  the  last 
six  months  she  has  not  been  able  to  guide  herself. 

The  patient,  who  is  in  good  health,  is  not  very  intelli- 
gent, and  can  give  no  good  account  of  her  affection,  but  it 
seems  certain  that  she  has  had  no  eruption,  nor  are  there 
any  scars  on  the  skin  or  on  any  other  mucous  membrane. 

The  right  palpebral  fissure  is  shortened  by  adhesions 
between  the  lids  at  the  outer  and  inner  canthus.  The 
lashes  are  inverted  and  both  conjunctival  sacs  are  shallow 
and  some  parts  of  the  conjunctiva  are  rough  and  dry. 
The  C.  is  nebulous  with  a  few  vessels  on  its  lower  part. 
The  a.  c.  is  deep.      P.  dilated  ;  lens  cataractous.      No  p.  1. 

The  left  palpebral  fissure  is  shortened  and  narrowed  by 
adhesions  between  the  lids  at  the  outer  and  inner  canthi 
and  between  the  lids  and  the  globe.  The  lower  lashes  are 
normally  directed,  the  upper  are  inverted. 

The  lower  conjunctival  sac  is  entirely  obliterated  and 
the  upper  one  is  very  shallow.  The  conjunctiva,  except 
a  small  portion  beneath  the  upper  lid,  is  dry  and  thickened. 
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The    cornea   is   opaque^    dry,    and  rough,  and  covered  by 
crusts  of  secretion.      Barely  counts  fingers. 

It  will  be  seen,  therefore,  that  this  disease  of  the 
conjunctiva,  which  varies  in  severity,  may  occur  in  three 
forms  : 

1.  Together  with  pemphigus  foliaceous  or  vulgaris  of 
the  whole  skin  and  other  mucous  membranes. 

2.  In  cases  where  the  pemphigus  eruption  is  limited 
to  small  patches  of  the  skin  and  the  mucous  membranes. 

3.  Where  mucous  membranes  only  are  attacked. 

My  first  case  would  come  under  the  first  category, 
Steffan's  case  in  the  second  category,  and  my  second 
and  third  patient  and  Schweigger's  in  the  third. 

I  do  not  see  that  there  is  any  necessity  to  classify  the 
cases  in  this  way  except  to  demonstrate  the  truth  of 
Reich's  theory,  that  syndesmitis  degenerativa  is  only 
pemphigus  of  the  conjunctiva.  He  supposes  that  the 
evidence  of  past  pemphigus  eruptions  on  the  skin  in  the 
form  of  scars  has  been  overlooked  in  these  cases,  but  this 
can  hardly  be  the  explanation,  as  Dr.  Baumler,  who  has 
recently  published  three  cases  of  the  disease  under  the 
title  of  '  Pemphigus  of  the  Conjunctiva,'  expressly  states 
that  in  two  there  is  no  trace  of  a  past  eruption  on  the 
skin  or  mucous  membrane  of  the  mouth  or  throat. 

My  explanation  would  be,  that  in  these  cases  the  disease 
is  limited  to  one  mucous  membrane,  viz.  the  conjunctiva, 
and  since  we  have  seen  that  the  disease  may  occur 
in  every  degree  between  Bazin-Hardy's,  and  Pfliiger's 
cases,  which  ended  in  death,  the  general  affection  being  so 
severe,  and  Steffan's,  in  which  the  skin  eruption  occurred 
only  on  the  lids,  I  see  no  difficulty  in  going  still  further 
and  believing  it  can  be  limited  to  one  mucous  membrane 
as  well  as  to  two,  as  Schweigger's  and  also  in  my  second 
case  (mouth  and  conjunctiva). 

If  this  explanation  is  accepted  the  pathology  of  this 
curious  disease  will  be  merged  in  that  of  pemphigus. 
Unfortunately,  like  some  cases  of  pemphigus,  it  is  not 
amenable  to  treatment^  although  every  means,  both  medical 
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and  surgical,  lias  been  tried,  sucli  as  transplanting  conjunc- 
tiva and  other  mucous  membranes  into  tbe  shrunken 
conjunctival  sacs. 

In  my  second  case  glycerine  has  afforded  the  greatest 
relief  by  keeping  the  dry  conjunctiva  moist  and  soft. 

The  prognosis  in  these  cases  is,  according  to  Baumler, 
very  bad,  as  the  conjunctival  sacs,  although  slowly,  are  in 
the  end  quite  destroyed,  and  the  cornea  consequently 
suffers  (as  in  Pfliiger's,  Steffan's,  Baumler's,  and  my  second 
and  third  case). 

In  Reich's  patient  the  disease  seemed  to  be  stationary, 
at  least  it  had  not  progressed  much  in  six  years,  and  the 
same  can  be  said  of  my  younger  patient,  although  Dr. 
Baumler,  who  saw  her  at  Moorfields  and  drew  my 
attention  to  the  nature  of  the  affection,  thought  it  would 
not  remain  stationary. 

Whether  Reich's  theory  of  this  disease  is  correct  or  not 
can  only  be  proved  by  the  continued  observation  of  the 
cases  already  known  and  the  report  of  new  ones. 

The  whole  of  the  literature  of  the  subject  is  referred  to 
in  the  following  numbers  of  Zehender's  '  Klinische  Monats- 
blatter  :'  Pfliiger,  January,  1878;  Steffan,  August,  1884; 
Gelpke,  April,  1885 ;  Baumler,  August,  1885. 

{November  12th,  1885.) 

Mr.  JuLER  said  that  with  regard  to  the  second  case  ex- 
hibited by  Mr.  Lang,  he  failed  to  discover  any  collateral 
symptoms  of  pemphigus  either  at  the  present  time  or 
when  the  patient  was  first  shown  to  the  Society  two  years 
ago.  From  the  time  he  had  first  seen  the  case  nothing 
of  the  nature  of  vesicles  or  buUse  had  been  observed  in 
the  eyes ;  the  symptoms  were  more  approximated  to  those 
of  catarrhal  conjuctivitis  than  to  anything  else.  He  had 
seen  one  other  case  occurring  in  an  elderly  woman  in 
which  the  conjunctiva  became  similarly  dry  and  thickened, 
and  the  lids  adherent  to  the  globe,  exactly  as  in  the  case 
of  Hannah  H — .  In  that  case  the  house  surgeon  at- 
tempted to  separate  the  lids  from  the   globe  by  incision. 
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and  performed  the  operation  of  peritomy.  This  operative 
interference  was  most  pernicious,  and  the  patient  after- 
wards came  under  the  care  of  Mr.  Nettleship. 

Mr.  Watson  said  :  On  a  casual  examination  by  anterior 
rhinoscopy  the  left  nostril  presented  the  usual  appearance 
of  gelatinous  polypus  far  back  in  the  cavity.  The  right 
nostril  being  also  obstructed  it  is  fair  to  assume  that  a 
similar  polypus  or  polypi  were  present.  There  was  a 
superficial  excoriation  of  the  septum  just  within  the  vesti- 
bule of  the  right  nostril. 

Mr.  Bbudenell  Carter  expressed  his  inability  to  under- 
stand why  these  cases  should  be  called  "  pemphigus/'  a 
condition  to  which,  as  far  as  he  could  judge,  they  pre- 
sented no  resemblance.  He  reg'arded  them  as  examples 
of  atrophy  or  shrinkage  of  the  conjunctiva,  consecutive 
to  chronic  inflammation,  and  depending,  in  all  probability, 
upon  a  morbid  state  of  the  nerves  by  which  the  nutrition 
of  the  affected  parts  was  controlled.  In  one  case  of  the 
kind  which  had  been  under  his  care  in  St.  Georg-e's 
Hospital,  the  chronic  conjunctivitis  was  the  only  morbid 
condition  manifest  in  the  left  eye,  while  in  the  right  the 
shrinkage  had  made  extensive  progress,  and  the  cornea 
had  become  dry  and  opaque.  In  this  eye  he  dissected 
off  the  shrunken  conjunctiva  from  the  lower  portion  of  the 
eyeball,  and  replaced  it  by  a  flap  of  conjunctiva  taken 
from  a  rabbit.  The  flap  lived,  and  the  condition  of  the 
cornea  was  improved  for  a  time.  He  attempted  a  similar 
proceeding  at  the  upper  part  of  the  eyeball,  but  the  flap 
which  was  placed  there  did  not  survive  ;  and  the  lower 
one,  after  the  lapse  of  a  short  time,  and  presumably  when 
it  became  subject  to  the  same  conditions  of  nutrition  as 
the  original  conjunctiva,  underwent  gradual  shrinkage 
and  atrophy  in  its  turn. 

Mr.  Nettleship  referred  to  a  case  apparently  of  this  class 
which  had  lately  been  sent  to  him  by  Dr.  Felix  Semon. 

(P.S. — This  patient  was  afterwards  under  the  care  of 
Messrs.  Critchett  and  Juler,  and  will  be  found  in  detail 
at  p.  138.) 
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Two  cases  of  essential  shrinking  of  the  conjunctiva. 
By  Anderson  Critchett  and  Henry  Juler. 

Both  tliese  cases  were  brought  before  tlie  Society  at 
tlie  meeting  of  November  12tli  of  tlie  present  year.  One 
of  tliem  was  exhibited  at  that  meeting  by  Mr.  Lang,  and 
described  by  him  as  one  of  pemphigus,  the  other  was  re- 
ferred to  by  Mr.  Nettleship  in  the  discussion  following 
Mr.  Lang's  paper. 

Inasmuch  as  they  are  both  at  the  present  time  under 
our  care,  and  as  we  cannot  satisfy  ourselves  as  to  their 
being  brought  about  by  previous  attacks  of  pemphigus, 
we  have  thought  it  desirable  to  present  them  a  second 
time  for  the  inspection  and  discussion  of  the  Society. 

The  first  case  is  that  of  Hannah  H — ,  aet.  53,  already 
described  by  Mr.  Lang.  She  first  came  under  our  care 
at  St.  Mary's  Hospital  in  1883,  presenting  what  appeai'ed 
to  be  catarrhal  conjunctivitis.  The  whole  palpebral  and 
ocular  conjunctiva  of  each  eye  was  red  and  slightly 
rough,  but  no  bleb  or  scar-tissue  was  observed.  The 
usual  remedies  for  such  a  condition  were  duly  tried,  but 
no  improvement  was  effected ;  on  the  contrary  the  condi- 
tion became  slowly  worse,  and  after  several  months  the 
eyelids  were  found  to  be  increased  to  twice  their  normal 
thickness,  and  the  upper  and  lower  cul-de-sacs  partly 
oblitei'ated.  In  this  condition  we  exhibited  her  at  this 
Society  [vide  vol.  iv,  p.  30).  No  discussion  followed,  but 
several  members  present  at  that  meeting  considered  the 
case  to  be  of  syphilitic  origin.  From  that  time  she 
has  gradually  become  worse  until  the  eyes  have  assumed 
their  present  condition,  in  which  it  will  be  observed  that 
both  the  eyelids  are  adherent  to  the  globe,  the  palpebral 
fissure  is  much  shorter  and  narrower  than  usual,  the  con- 
junctiva is  replaced  by  a  dry  opaque  membrane ;  the 
cornea  is  opaque,  dry,  and  presents  a  dusky,  brown 
appearance.      The  eyelids  cannot   be  widely  opened,  but 
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they  can  still  be  pretty  tightly  closed.  In  this  case  the 
lashes  are  not  inverted.  The  vision  amounts  to  perception 
of  light  only. 

The  second  case  is  that  of  Richard  W — ,  aet.  50,  a 
simple-minded,  good-natured  farmer,  almost  a  giant  in 
stature.  In  June  of  the  present  year,  he  was  under  the 
joint  care  of  Dr.  Felix  Semon  and  Mr.  Nettleship,  to 
whom  we  are  indebted  for  notes  of  the  case  whilst  under 
their  observation.      Mr.  Nettleship's  notes  are  as  follows  : 

''  Sent  to  me  by  Dr.  Felix  Semon  on  June  15th,  1885,  with 
a  note  from  which  I  quote  the  following  :  '  Since  November, 
1884,  pain,  obstruction,  and  sanguinolent  discharge  from 
right  nostril,  for  which  no  cause  could  be  found.  There 
appears  to  be  no  disease  of  bones,  no  ulceration  within 
the  nose,  no  discoverable  affection  of  the  antrum  or  of  the 
frontal  sinus.  No  treatment  had  been  of  use.  Iodide 
caused  "  violent  iodism.^'  For  about  a  month  past  some 
epiphora  and  conjunctivitis,  the  latter  increasing.^ 

''Copy  of  my  own  notes  :  'June  15th,  1885,  R.  eye 
muco-purulent  or  gleety  ophthalmia  with  some  marginal 
blepharitis  and  thickening  of  the  edge  of  lid  ;  some  lashes 
of  lower  lid  turn  in  at  inner  end.  Conjunctiva  of  lower 
lid  considerably  shortened,  and  that  of  upper  lid  scarred 
parallel  to  free  border  (as  after  granular  ophthalmia),  and 
the  whole  palpebral  conjunctiva  swollen.  No  mucocele  ; 
water  injected  into  canaliculus  with  Anel's  syringe  passes 
freely  into  nose.  History  of  injury  to  nose  by  a  stone 
in  boyhood.  Had  syphilis  with  ulcerated  throat  ten 
years  ago.  A  year  or  two  ago  had  a  ringworm-like 
eruption  on  r.  forehead,  lasting  a  year  and  now  quite  well. 
Since  then  a  ringworm-like  eruption  on  left  jDalm  which 
is  still  present  and  looks  typically  syphilitic.  The  eye  was 
perfectly  well  till  lately.  Father  died  of  "  cancer  of  bowel  " 
and  a  brother  (of  patient)  died  of  "  cancer  of  the  breast.'^ 

"  '  Ordered  nitrate  of  silver  gr.  ij  to  5j  to  be  used  twice 
a  day  for  the  eye,  boracic  acid  lotion,  and  weak  yellow 
oxide  of  mercury  ointment.      Some  lashes  pulled  out. 

"  '  August  24th  and  25th. — Nose  as  before.      Right  eye 
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worse  ;  more  lashes  turn  in  at  inner  and  outer  ends  of 
upper  and  lower  lids.  There  are  small,  dry,  cutaneous- 
looking  patches  on  inner  surface  of  lower  lid,  and  one 
patch  of  superficial  ulceration.  Consultation  with  Dr. 
Semon  with  the  idea  that  the  disease  of  mucous  membranes 
may  be  syphilitic  and  analogous  to  a  non-ulcerative, 
serpiginous  skin  eruption  of  late  syphilis.  We  decided  to 
try  iodide  and  mercury  vigorously  and  to  use  weak 
bichloride  of  mercury  lotion  both  to  nose  and  conjunctiva. 
In-turned  lashes  pulled  out. 

"  '  The  left  eye  threatened  (slight  conjunctivitis)  at  this 
date.'  " 

His  present  condition  (December  7th,  1885)  is  as  follows  : 
Right  eye  :  the  lids  are  both  thickened  and  the  conjunctiva 
shortened  so  that  both  the  upper  and  lower  cul-de-sacs  are 
obliterated  and  the  lids  adherent  to  the  globe.  That  por- 
tion of  the  ocular  conjunctiva  which  remains  visible  is  red 
and  close  to  the  inner  canthus  presents  a  circular  whitish 
patch  as  of  false  membrane  ;  this  can  be  wiped  away  with- 
out difficulty.  There  is  also  a  slight  muco-purulent  dis- 
charge (probably  caused  by  irritation  from  the  incurved 
lashes).  The  puncta  are  obliterated.  The  lashes  are 
present,  but  many  of  them  are  inverted  and  rub  against  the 
cornea,  causing  considerable  photophobia  which  leads  to 
closure  of  the  lids.  The  cornea  is  hazy  and  several  super- 
ficial vessels  are  seen  converging  towards  its  centre.  The 
vision  of  this  eye  is  very  bad,  only  reads  Snellen  12  at  12". 
The  movements  of  the  globe  are  somewhat  limited  and  the 
lids  move  with  the  globe  more  markedly  than  in  the 
normal  condition. 

It  will  be  observed  that  the  condition  of  this  eye  is  now 
more  serious  than  at  the  time  of  Mr.  Nettleship's  note. 

In  the  left  eye  the  condition  is  now  similar  to  that  of  the 
right,  but  in  a  minor  degree  of  severity.  The  lids  are 
both  thickened  and  brawny  to  the  touch  ;  their  inner  sur- 
faces are  red  as  if  from  inflammation  not  only  of  the  con- 
junctiva but  of  the  deeper  tissues  also.  Parallel  to  the 
ciliary  edge  of  the  upper  lid  a   slight  linear   scarring   is 
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observed  similar  to  that  which  sometimes  follows  granular 
conjunctivitis  ;  there  is  no  scarring-  of  the  lower  lid. 

Shrinking  of  the  conjunctiva  of  this  eye  appears  to  have 
commenced,  for  the  upper  lid  can  only  be  everted  with 
difficulty,  and  the  lower  cul-de-sac  is  becoming  shorter. 
The  puncta  are  still  patent.  Numerous  lashes  of  both 
lids  are  inverted,  and  by  their  friction  against  the  cornea 
are  causing  considerable  lacrimation  and  intolerance  of 
light.  These  is  a  slight  muco-purulent  discharge.  The 
cornea  is  clear.  Fundus  reflex  good.  Pupil  small  but 
active,  ^-^^s  ^^^^  sph.  +  2  D.,  reads  Snellen  0"6  at 
0'6  m. 

In  no  part  of  the  body  can  any  trace  of  pemphigus,  past 
or  present,  be  discovered,  nor  does  he  remember  any 
cutaneous  eruption  of  this  kind.  He  states  that  by  using- 
a  mirror  he  has  occasionallynoticed  small  "blisters"  at  the 
back  of  his  throat,  but  had  these  been  of  the  nature  of 
pemphigus  blebs  they  would  scarcely  have  escaped  the 
vigilant  eye  of  Dr.  Semon,  who  made  frequent  examinations 
of  the  pharynx. 

On  the  front  of  one  leg  is  a  coppery  discolouration. 

Whilst  under  treatment  by  Dr.  Semon,  and  copious 
dosage  with  iodide,  there  appeared  one  or  two  vesicles  on 
the  face  of  the  nature  of  hydroa,  which  were  considered  to 
be  caused  by  the  use  of  the  drug. 

Having,  after  the  most  careful  and  prolonged  observa- 
tion, failed  to  find  any  trace  of  pemphigus  in  either  of 
these  cases  we  are  unable  to  consider  this  condition  of  the 
eyes  to  have  been  produced  by  that  affection.  On  the 
contrary  we  are  inclined  to  look  upon  it  as  an  essential 
shrinking  of  the  conjunctiva  brought  about  by  a  previous 
chronic  inflammation  and  infiltration  of  that  membrane 
and  the  soft  structures  beneath,  it,  most  probably  due  to 
syphilis. 

{Decemler  10th,  1885.) 

September,  1886. — Eichard  W —  is  again  attending  at 
St.    Thomas's   Hospital;    his   condition    has   not    altered 
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materially  for  the  worse,  but  he  is  certainly  no  better. — 
E.  Nettleship. 

Dr.  Felix  Semon  said  that  the  patient  had  been  under 
his  care  from  September,  1884,  until  the  spring  of  1885, 
when  he  had  transferred  him  to  Mr.  Nettleship.  Origin- 
ally he  had  suffered  from  a  htemorrhagic  discharge  from 
the  nose  and  frequent  stoppage  of  the  nasal  passages, 
especially  of  the  right  nostril.  At  no  time  was  anything 
beyond  superficial  ulceration  of  the  mucous  membrane 
covering  the  septum  and  the  turbinated  bones  made  out 
either  by  himself  or  by  Messrs.  Butlin  and  Walsham,  who 
had  repeatedly  seen  the  patient  in  consultation  with  him. 
There  being  a  syphilitic  history,  syphilitic  perichondritis 
and  periostitis  was  thought  of,  but  at  no  period  could 
diseased  cartilage  or  bone  be  detected.  Apart  from  local 
remedies  of  most  varied  descriptions  (asti-ingent  and 
alkaline  washes,  iodoform,  resorcine,  &c.),  all  of  which 
were  of  no  avail,  mercury,  and  iodide  of  potassium  were 
given  for  a  long  time,  separately  and  in  different  combi- 
nations internally,  but  without  producing  any  improvement. 
At  one  time  whilst  taking  large  doses  of  iodide  of  potas- 
sium several  large  bullae  appeared  in  the  face  and  on  the 
upper  lip,  whilst  the  skin  of  the  face  round  the  nose  was 
in  a  brawny  condition,  resembling  erysipelas,  and  whilst 
an  ichorous  discharge  took  place  from  the  nostrils.  The 
idea  of  the  chronic  form  of  glanders  suggested  itself  at 
that  time,  the  patient  being  a  farmer  and  having  had  much 
to  do  with  horses  ;  but  as  the  symptoms  just  described 
disappeared  after  withdrawing  the  drug  it  appeared  almost 
certain  that  they  had  been  due  to  its  action.  Shortly 
afterwards  conjunctivitis  appeared  with  small  serpiginous 
ulcerations  in  the  mouth  and  a  scaly,  serpiginous  eruption 
in  the  palms  of  the  hands.  The  conjunctivitis  not 
yielding  to  simple  treatment  the  patient  was  transferred 
to  Mr.  Nettleship. 

Mr.  JuLBR  remarked  that  when  pemphigus  actually 
occurred  in  the  conjunctiva  there  was  no  doubt  that  serious 
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lesions  were  produced.  This  had  long  been  a  recognised 
fact  and  was  emphasised  by  De  Wecker  and  Landolt  in 
their  '  Traite  complet  d'Ophthalmologie/  by  Stellwag, 
von  Carion^  and  other  writers.  In  such  cases  the  lesions 
were  more  localised  than  in  tbe  two  cases  of  slirinking 
now  presented  to  the  Society.  Mr.  Lang's  case  of  pem- 
phigus in  a  young  woman,  exhibited  now  and  at  tbe  last 
meeting,  was  a  good  example  of  this ;  undoubted 
pemphigus  had  occurred  in  the  conjunctiva,  and  localised 
cicatricial  contraction  had  followed,  the  remainder  of  the 
conjunctiva  and  cornea  being  tolerably  healthy.  Although 
some  years  had  now  elapsed  the  disease  had  not  progressed 
so  as  to  cause  general  shrinking  of  the  conjunctiva.  In 
Mr.  White  Cooper's  case,  as  illustrated  in  vol.  iv,  p.  155, 
of  the  *  Ophthalmic  Hospital  Reports,'  the  same  localised 
condition  was  represented  as  following  pemphigus. 

That  which  gave  additional  interest  to  these  cases  was 
the  fact  that  Professor  Schweigger  and  other  continental 
observers  have  expressed  their  belief  that  the  "  essential 
shrinking  of  the  conjunctiva"  described  by  Alfred  Graefe 
was  probably  due  to  pemphigus  in  which  the  vesicles  were 
unobserved.  Mr.  Juler  considered  that  the  two  processes, 
pemphigus  and  essential  shrinking,  were  quite  distinct, 
and  that  what  had  led  to  the  present  confusion  was  the 
occasional  coincidence  of  the  two  processes  in  the  same 
patient.  In  the  two  cases  at  present  under  consideration 
he  could  find  nothing  to  justify  the  use  of  the  term 
pemphigus. 
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4.   Intense  pigmentation  of  cornex  and  conjunctiva. 
By  J.  Grosvenor  Mackinlay. 

T.  J — ,  a  man  get.  44^  came  first  under  my  observation 
at  the  beginning  of  October  of  tbis  year ;  be  was  formerly  a 
coffee  roaster,  but  for  tbe  last  seven  years  bas  been 
employed  in  an  aniline  dye-works,  and  for  tbe  whole  of 
this  period  bas  dealt  with  one  colour  only — brown.  This 
dye  is  a  powder  in  a  very  fine  state  of  division,  like  flour. 
He  works  ten  and  a  half  hours  daily,  and  says  that 
although  his  eyes  have  been  much  discoloured  for  a  long 
time,  his  sight  was  not  seriously  affected  until  about  two 
months  ago. 

When  be  first  came  to  hospital  two  weeks  ago,  the 
vision  was  Jaeger  19  each  eye,  but,  now  after  a  fortnight's 
abstention  from  work,  it  bas  gone  up  to  Jaeger  16. 

The  cornea  and  conjunctiva  of  each  eye  are  stained  a 
dark  brown  colour,  the  pigmentation  being  most  marked 
in  tbe  ocular  conjunctiva,  and  especially  on  the  nasal  side 
of  each  globe ;  the  inner  surfaces  of  the  upper  lids  are 
not  stained  (or  very  little),  but  ^,re  somewhat  congested  ; 
tbe  inner  surfaces  of  the  lower  lids  are  stained  slightly 
and  intensely  congested ;  a  very  small  portion  of  the 
upper  part  of  each  cornea  (where  it  is  under  the  protec- 
tection  of  tbe  upper  lid)  is  scarcely  discoloured.  It  is 
impossible  to  state  with  certainty  whether  the  iris  itself 
is  stained,  as  it  is  only  indistinctly  seen,  and  that  with 
difficulty,  and  best  by  strong  focal  illumination. 

Ophthalmoscopic  examination  fails  to  reveal  the  condi- 
tion of  the  transparent  media  and  fundus ;  they  cannot  be 
seen. 

Tbe  hair  of  the  head  and  beard  is  dyed  a  deep  reddish 
brown,  and  also  the  skin  of  face,  neck,  bands,  and  fore- 
arms, but  of  a  lighter  hue ;  tbe  face  is  decidedly  less 
coloured  than  it  was  a  fortnight  ago.  The  patient  wears  a 
respirator  when  at  work,  but  never  glasses  or  any  other 
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covering  for  his  eyes ;  says  his  health  is  fairly  good,  and 
his  weight  about  the  same  it  has  been  for  years — 8  st.  9 
lbs. ;  sometimes  he  has  a  cough,  and  now  and  again 
"  goes  off  his  food  "  for  several  days  at  a  time,  suffering 
from  ''  feeling  sick.^'  Urine  pale  in  colour,  no  albumen. 
Matches  coloured  wools  pretty  well,  but  cannot  name 
some  of  them,  e.  g.  calls  bright  green,  drab ;  blue,  black ; 
a  light  yellow,  a  sort  of  pink,  and  then  called  it  white  ; 
he  names  brown,  black,  white,  and  deep  yellow  correctly. 
His  wife  states  that  his  hair  is  naturally  exceedingly  fair. 
Mr.  John  Gardner,  F.I.C.  and  F.C.S.,  has  most  kindly 
examined  a  specimen  of  the  powder  for  me,  and  reports  : 

1.  "I  can  say  nothing  more  definite  than  that  I  believe 
the  brown  dye  is  a  coal  tar  colour. 

2.  "  Almost  certain  it  is  not  a  carbolic  acid  colour,- 
believe  it  to  be  an  aniline  or  naphthaline  one ;  such 
results  as  I  have  obtained  point  to  its  being  an  aniline 
colour ;  to  reduce  this  to  a  certainty  would  require  a  very 
exhaustive  and  lengthened  analysis.^' 

Mr.  Gardner  then  adds  that,  after  trying  many  various 
agents  upon  the  dye,  he  thinks  a  mixture  of  glycerine  and 
water  (1  in  8)  will  be  found  the  most  efficacious  of  those 
it  would  be  possible  to  apply  to  an  eye. 

{October  Ibth,  1885.) 


5.   Permanent  discoloration  of  skin  and  conjunctiva  after 

jaundice. 

By  Dr.  Seymour  Taylor. 

(Communicated  by  E.  Nettleship.) 

Joseph  E — ,  aet.  30,  has  a  peculiar  staining  of  the  lower 
eyelid  of  the  R.  eye.  When  aet.  11  he  had  very  bad 
jaundice  and  passed  several  gall-stones ;  his  skin  was  of 
a  "  deep  brown  colour."  When  the  rest  of  the  skin 
regained  its  proper  hue,  both  lower  eyelids  remained  very 
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dark,  muchj  as  he  says,  like  tke  R.  is  now.  After  a  time, 
the  length  of  which  he  cannot  tell,  the  L.  lid  lost  the  un- 
natural colour,  but  the  R.  one  has  not  altered  materially 
since  the  jaundice.  He  has  never  had  jaundice  again. 
For  some  months  he  has  been  under  Dr.  Seymour  Taylor's 
care  for  phthisis.  There  are  physical  signs  of  amyloid 
degeneration  of  the  liver.  Urine  of  sp.  gr.  1007,  with 
about  one  tenth  albumen ;  no  sugar.  There  is  no  history 
of  syphilis  or  malaria. 

He  was  first  seen  in  December  last  (1885),  and  the  eye- 
lid was  again  examined  on  the  5th  inst. ;  the  condition  has 
not  altered. 

The  skin  covering  the  orbicularis  of  the  R.  lower  lid, 
with  the  exception  of  the  part  close  to  the  free  border, 
has  the  colour  of  the  blue-green  stage  of  a  bruise ;  at  the 
periphery  the  colour  fades  gradually ;  on  the  pigmented 
area  are  several  small  scattered  spots  of  more  intense 
colour.  On  turning  the  lower  lid  down,  a  long,  well- 
defined  stripe  of  the  same  colour  is  seen  in  the  hinder 
part  of  the  palpebral  conjunctiva ;  its  inner  end,  thin  and 
pointed,  is  close  to  the  caruncle,  its  outer  end,  much 
broader,  reaches  to  the  outer  canthus.  The  tarsal  part  of 
the  palpebral  conjunctiva  and  the  whole  of  the  ocular  con- 
junctiva, are  healthy  and  quite  free  from  the  colour.  The 
coloured  stripe  of  conjunctiva  is  well  defined  and  some- 
what darker  than  the  coloured  area  of  skin ;  it  seems  to 
involve  both  conjunctiva  and  deeper  structures ;  it  marks 
out,  in  a  tolerably  precise  manner,  the  part  of  the  lower 
lid  which  is  most  subject  to  ''follicular"  and  ''granular" 
disease. 

The  coloration  is  probably  due  to  altered  bile-pigment. 
Nothing  has  yet  been  done  towards  examining  the  dis- 
coloured tissue  microscopically,  nor  has  any  treatment 
been  adopted  for  the  removal  of  the  pigment.  The  pig- 
mentation causes  him  no  pain  or  discomfort. 

{Living  specimen.      April  8th,  1886.) 
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6.  8hri7iJcing  of  conjunctival  sac,  identical  in  appearance 
with  those  cases  described  as  "pemphigus  of  the  con- 
junctiva.'' 

By  W.  A.  Brailey. 

The  patient,  George  E, — ,  ast.  55,  of  German  blood, 
formerly  a  moulder  in  ironworks,  has  had  his  right  eye 
bad  for  ten,  and  his  left  for  about  four  years.  The  disease 
appears  to  have  been  granular  ophthalmia  (trachoma). 

Now  the  right  cornea  is  dry  and  opaque  below.  Its 
upper  part  shows  numerous  superficially  placed  vessels 
(pannus).  The  lower  conjunctival  sac  is  almost  oblite- 
rated. The  upper  lid  shows  numerous  cicatrices  on  its 
internal  aspect. 

The  left  cornea  presents  at  its  lower  part  a  small  super- 
ficial infiltration.  There  is  trichiasis  of  the  upper  lid.  In 
other  respects  this  eye  resembles  its  fellow,  except  that 
the  conjunctival  sac  is  not  so  much  contracted. 

{Card  specimen.      January  28th,  1886.) 
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1 .   Fluorescence  in  both  cornea,  ?  from  deposit  of  quinine. 
By  W.  Lang. 

F.  S — ,  get.  21,  was  admitted  at  Moorfields  on  October 
29tli,  1885_,  suffering  from  acute  gonorrhoeal  ophthalmia 
in  both  eyes. 

The  acute  stage  passed,  leaving  both  corneas  clear  and 
unaffected.  Towards  the  end  of  December  an  ulcer 
formed  on  the  R.  cornea ;  it  perforated  and  an  anterior 
synechia  resulted.  In  January  the  L.  cornea  became 
infiltrated  at  a  point  corresponding  to  the  ulcer  in  the  R.., 
and  an  ulcer  formed.  Eserine  drops  locally  (gr.  ij  to  ^j), 
and  quinine  in  a  mixture  internally  were  ordered.  The 
ulcer  in  the  L.  healed  slowly,  there  being  during  the 
whole  of  this  time  a  chronic  conjunctivitis.  When  the 
ulcer  in  the  L.  eye  was  nearly  healed,  a  green  opaque 
infiltration  began  to  appear  in  the  lower  part  of  the  cornea. 
This  gradually  increased  in  density  and  in  area  until  the 
whole  of  the  cornea  was  affected  with  the  exception  of  a 
narrow  strip  around  the  margin  of  the  cornea.  The 
quinine  and  eserine  were  both  stopped,  and  the  infiltration 
in  the  cornea  ceased  to  increase. 

A  similar  deposit,  but  to  a  much  slighter  extent, 
occurred  in  the  R.  cornea,  to  which  the  eserine  also  was 
being  applied. 

Present  condition. — R.  small  adherent  leucoma  at  lower 
and  inner  part.  A  narrow  margin  of  clear  cornea  sur- 
rounds the  leucoma.  The  remainder  of  the  centre  of  the 
cornea  is  opalescent  and  green  in  colour.      V.  =  ^V 

L.   The  whole  of  the  centre  of  the  cornea  is  of  an  opal 
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green-looking  colour  wliicli,  when  looked  at  obliquely, 
presents  the  characteristic  reflection  of  a  quinine  solution. 
The  opalescent  centre  is  surrounded  at  the  sclero-corneal 
junction  by  a  narrow  rim  about  2  mm.  broad,  of  normal- 
looking  cornea. 

By  the  directed  examination  with  a  +  20  D.  lens  the 
cornea  appears  to  be  filled  with  short  narrow  rod-like 
crystals  of  quinine.  The  fundus  is  seen  quite  easily,  and 
V.  =  i.  • 

{Card  specimen.      March  Wth,  1886.) 

Mr.  Tweedy  said  he  had  not  seen  the  case  referred  to, 
and  would  ask  what  the  proof  was  that  quinine  had  been 
deposited  in  the  cornea.  He  had  used  sulphate  of  quinine 
lotion  frequently  and  freely  for  more  than  thirteen  years, 
in  all  infective  inflammations  of  the  eye  with  suppurative 
keratitis  or  ulcer  of  the  cornea,  and  though  he  had  often 
looked  for  it  he  had  never  been  able  to  detect  anything 
resembling  a  deposition  of  quinine  in  the  cornea.  In  one 
case  of  diphtheritic  ophthalmia  with  extensive  ulceration 
of  the  cornea  treated  about  six  years  ago  by  quinine  lotion, 
after  the  inflammation  had  subsided  and  the  cornea  had 
healed,  the  crystalline  lens  was  found  to  be  cataractous. 
It  was  suggested  at  that  time  that  the  quinine  might  have 
had  something  to  do  with  the  opacity  of  the  lens.  But 
he  should  not  now  hesitate  to  say  it  had  not ;  in  the  first 
place  there  was  no  proof  that  the  lens  was  not  opaque 
before  the  diphtheritic  inflammation,  and  in  the  next  no 
other  case  of  cataract  had  been  met  with  even  after  a 
prolonged  use  of  quinine  lotion. 
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2.   Interstitial  keratitis ;  aspect  of  left  eye  ijeculiar.    Query 
due  to  tubercular  deposit  in  the  cornea. 

By  W.  A.  Brailey. 

Annie  T— ,  ^t.  131. 

Her  right  eye  presents  tlie  appearance  of  an  ordinary 
interstitial  keratitis  from  inherited  specific  disease,  the 
acute  symptoms  having-  to  a  great  extent  subsided. 
There  is  a  little  ciliary  injection  but  no  photophobia  now. 

T.  +  1  at  least.    V.  =  fingers  at  8'.    No  fundus  reflex. 

The  left  eye  presents  in  the  corneal  substance  about  a 
dozen  small  greyish-white,  fairly-defined  nodules. 

There  is  some  ciliary  injection,  but  little  photophobia. 

T.  -I-  1  a^  least  Y.  =  fingers  at  6'.      No  fundus  reflex. 

The  patient's  chest  appears  to  be  normal.  She  has  no 
cough  now,  though  she  is  very  subject  to  nasal  and  bron- 
chial catarrhs.  The  child  is  thin  with  a  very  pallid,  earthy 
skin.  There  is  some  enlargement  of  the  cervical  glands. 
She  has  a  poor  appetite. 

The  right  eye  first  came  bad  seven  months  ago,  and  it 
soon  began  to  be  very  painful.  She  was  treated  at  Moor- 
fields  for  two  months,  and  has  been  under  my  observation 
three  months. 

The  left  first  came  bad  five  months  ago. 

The  enamel  is  gone  fi'om  the  front  of  the  right  upper 
central  incisor  near  its  free  edge. 

The  mother  gives  no  history  of  symptoms  in  this  child 
like  those  of  inherited  syphilis  soon  after  the  birth. 

Her  father  is  very  delicate  on  the  chest  and  his  mother 
was  consumptive. 

Her  mother  is  strong,  but  her  mother  again  is  said  to 
have  been  consumptive. 

From  the  marriage  twenty-six  years  ago  there  have  been 
ten  children,  of  whom  six  in  all  are  alive.  There  have 
been  no  miscarriages  ever. 
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The  eldest  of  all  (a  boy)  is  now  aet.  25. 
2nd  of  all  (a  boy)  is  now  aet.  22. 

3rd,  4tlij  5th,  died   early,  i.  e.  about   two  years   old,  of 
bronchitis  and  inflammation  on  chest. 
6th  is  the  patient. 
7th  is  a  gii'l  aet.  11. 

8th,  a  boy  died  early,  like  the  three  above  described. 
9th,  a  girl,  get.  8. 
10th,  a  boy,  aet.  4. 

[Card  specimen.      July  2nd,  1886.) 


3.  A  severe  case  of  destructive  episcleritis. 
By  W.  Lang. 

Alice  B — ,  aet.  20,  wire-worker,  was  admitted  at  Moor- 
fields  under  Mr.  Adamses  care  June  13th,  1881,  for  an  in- 
flammation of  the  L.  eye  which  had  existed  for  three 
weeks.  On  the  iris  and  in  the  angle  of  the  a.  c.  were 
numerous  small,  white,  nodular  growths.  At  one  point 
there  was  a  posterior  synechia  where  one  of  these  nodules 
had  grown  on  the  margin  of  the  pupil.  On  the  sclerotic 
and  beneath  the  conjunctiva  were  four  small,  clear  nodules. 
These  were  situated  above  the  cornea  and  beneath  the 
upper  lid.  On  the  sclerotic  near  the  outer  edge  of  the 
cornea  there  was  a  slight  swelling.  There  was  consider- 
able ciliary  injection. 

June  30th. — The  clear  nodules  above  the  cornea  have 
coalesced,  forming  a  large  sclerotic  swelling  with  a  yellow 
apex  beneath  the  conjunctiva.  Fresh  nodules  have 
appeared  in  the  substance  and  on  the  posterior  surface  of 
the  cornea. 

Aug.  1st. — The  sclerotic  swellings  are  very  marked. 
T.  —  .      Heurteloup's  leech  to  temple. 

25th. — The  growths  on  iris  and  in  cornea  have   nearly 
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gone,  leaving  scars  in  cornea,  also  the  sclerotic  swellings 
have  disappeared,  leaving  stains  in  the  sclerotic,  but  not 
bulging. 

Dec.  5. — Relapses  of  the  episcleritis. 

April  30th,  1883. — A  sclerotic  swelling  appeared  above 
the  R.  cornea,  increased  rapidly  in  size,  and  became  very 
prominent.      Iritis  accompanied  this  attack. 

In  September,  1884,  an  iritis  with  hypopyon  occurred 
in  the  R.  eye. 

In  October,  the  growths  in  the  sclerotic  appeared  below 
the  cornea,  and  during  the  following  six  months  every 
point  around  the  cornea  was  attacked  by  these  swellings. 

In  July,  1885,  an  iridectomy  upwards  was  performed 
on  the  R.  eye,  and  a  few  months  later  the  L.  was  similarly 
treated,  as  the  R.  seemed  to  improve  after  the  operation. 

In  October,  1885,  the  growths  on  the  iris  and  under 
the  conjunctiva  recurred,  and  in  November  she  was  ad- 
mitted into  the  hospital  for  a  mercurial  course  as  the 
growths  in  the  a.  c.  and  around  the  cornea  were  increasing. 
Whilst  in  the  hospital  the  growths  in  the  a.  c.  became 
very  large. 

The  patient's  general  health  has  remained  fairly  good 
during  the  four  and  a  half  years  that  she  has  attended  the 
hospital.  The  only  other  symptom  has  been  a  continued 
inactivity  of  the  bowels.  There  is  no  history  of  gout, 
rheumatism,  or  syphilis,  nor  is  there  any  chest  affection. 
The  vision  has  gone  down  from  ^  and  J.   1  to  J.  14,  and 

At  present  the  sclerotic  is  bulged  in  various  parts, 
forming  almost  a  chain  of  staphylomatous  swellings  around 
the  cornea.  The  cornea  is  opaque  at  various  points, 
and  the  iris  is  bound  down  by  numerous  posterior  syne- 
chise.  Under  the  conjunctiva  on  the  L.  eye  a  few  small 
clear  growths  similar  to  the  very  first,  have  appeared  in 
the  last  few  days  (some  of  the  swellings  are  j^ellow  in 
appearance) .  Before  the  cornea  became  opaque  there  were 
no  changes  seen  in  the  fundus.  The  treatment  has  been 
very  varied.      Iodide  of  potassium,  mercury,  iron,  quinine, 
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cod-liver  oil,  salicylic  acid,  Cascara  Sagrada  internally, 
besides  leeching,  blisters,  massage  and  atropine,  and  yellow 
ointment. 

{Card  specimen.      January  28th,  1886.) 


4.    Case  of  primary  calcareous  film  on  corner  remaining 
unaltered  for  nine  years. 

By  E.  Nettleship. 

The  following  case  was  published  in  detail  in  a  paper 
"  On  a  Rare  Form  of  Primary  Opacity  of  the  Cornea,"  by 
tlie  author  in  the  '  Archives  of  Ophthalmology '  vol.  viii, 
p.  293,  1879.  The  patient,  who  has  been  under  observa- 
tion from  time  to  time  ever  since,  is  now  shown  in  illustra- 
tion of  the  non-progressive  character  of  this  very  peculiar 
disease.  He  is  a  lean,  sallow  coachman,  now  set.  72,  and 
formerly  had  several  attacks  of  gout  in  the  great  toes  and 
knees ;  for  several  years  past  he  has  been  free  from  gout. 

Of  the  two  woodcuts.  Fig.  1  shows  the  outline  and 
situation  of  the   patch   of  light   grey   opacity  on  the    R. 


Fig.  1. 


Fig.  2. 


cornea  in  1877,  after  the  central  part  had  been  scraped 
or  chipped  off ;  Fig.  2  shows  the  same  cornea  at  the 
present  date.      It  will  be  seen  that  the  boundary  of  the 
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opacity  is  exactly  where  it  was  nine  years  ag'o.  The  area 
that  had  been  cleared  by  operation  has,  however,  extended 
a  little  by  the  further  (spontaneous)  separation  of  the  film. 
The  general  appearance  of  the  cleared  area,  however,  is 
not  altered,  its  edge  being  as  irregularly  angular  and 
sharply  defined  as  it  was  the  moment  after  the  operation ; 
neither  rounding  off  of  the  chipped  edge,  nor  fresh 
deposit,  has  occurred.  The  same  statements  are  true  of 
the  other  eye. 

The  opacities  in  the  lenses  which  were  present  in  1877 
have  not  increased  perceptibly. 

{Living  specimen.     July  2nd,  1886.) 

P.S. —  Since  the  above  date  I  have  enlarged  the  clear 
space  on  each  cornea  by  scraping  off  some  more  of  the 
film,  with  advantage  to  the  patient.  The  scrapings  have 
been  carefully  examined  by  Mr.  Sidney  Plowman,  who 
kindly  gives  the  following  report : 

"  Weight  of  material  "0025  gramme.  Under  micro- 
scope it  was  found  to  consist  of  unchanged  epithelium, 
of  epithelial  cells  containing  rounded,  highly  refracting 
granules,  and  of  masses  of  granules  in  which  all  epithelial 
structure  was  lost.  These  masses  were  made  up  of  smaller 
aggregations  of  granules  arranged  in  a  rounded,  crescentic, 
or  sinuous  manner.  There  was  no  crystalline  structure 
whatever.  Examined  microchemically,  calcium  phosphate 
and  calcium  carbonate  were  found  to  be  present.  The 
presence  neither  of  magnesium  nor  of  urates  could  be 
detected.'^ 
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III.  DISEASES  AND  TUMOURS  OF  ORBIT. 

1.  A  case  of  orbital  cellulitis. 

By  Anderson  Ckitchett. 

On  the  4th  of  April  in  last  year  Sir  William  Bowman, 
who  was  leaving  town,  asked  me  to  take  charge  of  his 
patient,  Miss  A.  V—,  set.  16.  He  had  seen  the  young 
lady  a  few  days  previously,  and  she  then  appeared  to  be 
suffering  from  simple  hordeolum,  but  at  a  subsequent  visit 
on  the  3rd  of  April  he  took  a  more  serious  view  of  the 
case,  and  considered  that  an  incision  into  the  orbit  might 
become  necessary. 

I  saw  the  patient  for  the  first  time  on  the  5th  of  April. 
There  was  marked  proptosis  of  the  right  eye,  with  a  con- 
siderable amount  of  chemosis,  and  the  patient  complained 
of  severe  orbital  and  frontal  pain,  which  she  described  as 
being  of  a  throbbing  character.  The  vision  of  the  right 
eye  =  J.  20,  the  pupil  acted  very  sluggishly,  and  the 
media  were  so  hazy  that  no  view  of  the  fundus  could  be 
obtained.  The  tongue  was  furred,  temp.  100°,  pulse  98, 
and  there  had  been  a  slight  rigor.  The  left  eye  was 
myopic,  but  the  vision  was  excellent,  and  there  was  no 
optic  neuritis.  As  the  parents  of  the  patient  were  averse 
to  operative  measures  I  suggested  that  Mr.  Lawson  should 
be  called  in  consultation,  and  he  agreed  with  me  that 
relief  must  be  obtained  without  delay. 

On  the  following  morning  the  patient  was  placed  under 
the  influence  of  an  anfesthetic,  and  I  made  a  deep  incision 
through  the  upper  lid  into  the  orbit,  of  sufficient  extent 
to  admit  my  little  finger,  with   which  I  carefully  explored 
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the  cavity  at  the  back  of  the  globe.  There  was  a  free 
escape  of  sero-sanguineous  fluid,  but  no  pus,  nor  could  I 
detect  the  presence  of  any  tumour.  The  patient  expressed 
herself  as  much  relieved  by  the  operation,  and  the  deep- 
seated  pain  ceased,  but  the  proptosis  continued. 

For  several  days  there  was  serous  oozing  from  the 
wound,  which  then  gradually  closed. 

Sir  William  Jenner  saw  the  patient  with  me  frequently, 
and  we  found  that  the  pulse  and  temperature  remained 
with  little  variation  at  98°  and  100°  respectively. 

On  April  15th  the  sight  of  the  left  eye  for  the  first  time 
became  affected.  There  was  no  proptosis,  and  the  tension 
of  the  ,  globe  was  normal,  but  the  aqueous  had  become 
turbid,  and  the  patient  could  barely  count  fingers. 

Simultaneously  there  was  a  marked  improvement  in  the 
vision  of  the  right  eye.  In  thirty-six  hours  the  sight  of 
the  left  eye  was  again  normal,  and  the  right  eye  had 
relapsed.  These  alternations  continued  at  intervals  of 
about  four  days  during  the  next  fortnight,  and  on  two 
occasions  small  patches  of  lymph  could  be  seen  in  the 
anterior  chamber  of  the  left  eye.  Atropine  drops,  gr.  j 
ad  3J  ')  were  used  twice  daily,  and  a  small  blister  was  on 
two  occasions  applied  behind  the  left  ear.  The  patient 
now  began  to  complain  of  severe  frontal  headache,  and 
was  very  restless  at  night,  while  the  proptosis  of  the 
right  eye  increased  to  an  alarming  extent. 

A  consultation  was  held,  at  which  Sir  William  Jenner, 
Sir  William  Bowman,  Mr.  Hutchinson,  and  myself  were 
present,  and  it  was  decided  that  fresh  incisions  must  be 
made  without  delay.  The  patient  was  therefore  at  once 
put  under  the  influence  of  ether,  and  I  commenced  by 
dividing  the  external  canthus,  when  the  first  object  which 
came  into  view  was  a  part  of  the  lacrimal  gland,  which 
had  been  thus  far  forced  out  of  its  snug  habitation. 

I  removed  the  protruding  portion,  and  then  made  three 
punctures  into  the  orbit  above  the  globe  with  a  Graefe's 
knife. 

As  at  the  first  operation,  there  was  a  considerable  escape 
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of  serum  but  no  pus.  A  simple  water  dressing  was  used, 
and  at  Mr.  Hutcliinson's  suggestion,  ice  bags  were  applied 
to  the  head,  which  gave  great  relief.  From  the  date  of 
the  second  operation  the  patient  made  a  slow  but  steady- 
recovery. 

For  three  weeks  subsequently  the  right  eye  could  barely 
count  fingers.  On  May  20th  it  saw  J.  16,  and  on  the 
same  date  the  left  eye  saw  J.  2.  On  the  24th  the  right 
eye  had  again  become  absolutely  blind,  and  did  not  dis- 
tinguish shadows,  while  the  left  eye  read  J.  I  fluently. 

Two  days  later  the  tide  of  sight  had  again  turned,  so 
that  the  right  eye  saw  colours  and  large  objects,  and  the 
left  eye  had  declined  to  J.  2. 

By  June  1st  the  right  eye  could  read  J.  4,  while  the  left 
eye  showed  some  ciliary  injection.  There  was  again  a  small 
patch  of  lymph  in  the  anterior  chamber,  and  the  sight  had 
receded  to  J.  6. 

A  week  later,  on  June  6th,  the  right  eye  could  only 
see  J.  20,  but  the  left  eye  could  once  more  compass  J.  1. 

At  Sir  William  Bowman's  suggestion  Dr.  Stephen 
Mackenzie  was  asked  to  examine  the  blood,  to  ascertain  if 
there  were  an  undue  proportion  of  white  corpuscles,  but  it 
was  found  to  be  normal.  After  June  6th  the  left  eye  suffered 
no  further  relapse,  and  the  right  eye  rapidly  improved,  so 
that  by  June  10th  it  could  again  read  J.  1,  from  which 
vantage-ground  it  has  only  once  since  descended. 

The  most  striking  points  in  the  case  are,  firstly,  the 
extraordinary  recovery  made  by  the  right  eye,  for  at  the 
time  of  the  second  operation  its  condition  seemed  to  be 
well-nigh  hopeless,  and,  secondly,  the  curious  tide  of 
dimness  which  alternately  affected  the  eyes.  During  the 
progress  of  the  case  repeated  attempts  were  made  at 
ophthalmoscopic  examination,  but  the  media  were  on  all 
occasions  too  turbid  to  allow  the  details  of  the  fundus  to 
be  seen. 

Soon  after  the  commencement  of  the  illness  small  doses 
of  iodide  of  potash  were  given,  followed  at  a  later  period 
by  iron,  but  medicine  seemed  to  exert  little  influence. 
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Now  as  to  the  cause  of  this  remarkable  attack.  It  is 
evident  that  there  must  have  been  great  though  variable 
pressure  in  the  region  of  the  chiasma,  and  various  conjec- 
tures respecting  cerebral  tumours  were  from  time  to  time 
hazarded^  only  to  be  discarded  as  the  symptoms  assumed 
a  new  form. 

There  was  no  specific  history,  no  record  of  any  blow  or 
fall,  but  I  must  here  mention  a  fact  which  attracted  my 
attention  when  I  first  saw  this  patient.  I  noticed  that  she 
had  very  few  teeth,  and  that  those  which  she  possessed 
were  almost  devoid  of  enamel.  At  my  request  she  was 
seen  by  a  dentist  and  two  teeth  were  removed,  followed 
by  marked  though  only  temporary  improvement  of  vision. 

In  April  of  the  present  year  the  patient  suffered  from 
toothache,  and  the  sight  of  the  right  eye  suddenly  became 
dim.  A  tooth  was  extracted,  and  as  the  patient  recovered 
from  the  aneesthetic  she  noticed  that  the  sight  had  already 
become  more  clear.  This  led  me  to  investigate  further  in 
that  direction,  and  I  am  assured  by  a  very  experienced 
dentist  who  has  examined  her  mouth  on  several  occasions 
that  she  still  has  eleven  of  her  second  teeth  uncut ;  one 
lower  and  one  upper  molar  can  be  distinctly  felt  with  an 
instrument. 

Whether  this  dental  abnormality  had  any  direct  bearing 
on  this  peculiar  attack  I  must  leave  others  to  determine, 
but  I  have  deemed  the  case  of  sufficient  interest  to  justify 
me  in  bringing  it  before  the  notice  of  the  Society,  and  I 
shall  be  grateful  for  any  suggestions  which  may  help  to 
shed  the  light  of  knowledge  and  experience  through  the 
clouds  of  obscurity  by  which  it  is  still  surrounded. 

October  loth,  J  885. 
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2.   Pulsating  tumour  of  orbit. 
By  A.  Quarry  SilcocKj  M.D. 

The  patient  received  a  gunsliot  injury  twelve  years  ago, 
the  small  shot  with  which  the  gun  was  loaded  destroying 
both  eyeballs.  He  was  rendered  partially  insensible  by 
the  accident  for  some  hours  ;  two  or  three  days  afterwards, 
he  noticed  a  ''burring'^  noise  in  his  head.  The  swelling- 
did  not  appear  until  a  later  date  ;  he  thinks,  about  a  twelve- 
month subsequently. 

There  is  at  present  a  moniliform,  pulsating  swelling, 
occupying  chiefly  the  inner  angle  of  the  left  orbit,  but 
extending  over  the  bridge  of  the  nose  ;  pressure  on  the  left 
carotid  stops  all  pulsation.  The  left  carotid  is  dilated,  and 
a  marked  thrill  is  felt  over  it  on  palpation.  A  continuous 
bruit,  accentuated  during  the  systole,  is  heard  over  the 
whole  cranium,  but  best  over  the  left  mastoid  process. 
The  heart  is  normal. 

The  swelling  has  not  perceptibly  increased  while  the 
patient  has  been  under  observation.  His  age  is  twenty- 
three. 

{Card  specimen.      July  2nd,  1886.) 

Mr.  Adams  Frost  thought  it  probable  that  the  lesion 
was  intracranial,  an  arterio-venous  communication  in  the 
cavernous  sinus.  The  occurrence  of  the  noise  in  the  head 
immediately  after  the  accident,  and  the  fact  that  the 
pulsating  tumour  did  not  make  its  appearance  till  about  a 
year  later,  was  consistent  with  this  view.  In  regard  to 
treatment  the  extreme  chronicity  of  these  cases  should  be 
borne  in  mind.  In  the  case  which  the  speaker  exhibited 
before  the  Society  in  1883  ('Trans.  Oph.  Soc.,^  iii)  of  double 
pulsating  exophthalmos  following  fracture  of  the  base,  the 
symptoms  had  existed  for  twenty-eight  years  and  the 
patient,  when  seen  a  few   months   ago,   was  employed  in 
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hard  manual  labour  and  was  in  the  same  condition.  Even 
if  the  tumour  were  intra-orbital,  its  treatment  by  electro- 
lysis  would  not  be  free  from  danger,  and  if  there  was  a 
chance  of  its  being  of  intracranial  origin  it  could  not  be 
entertained. 
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DESCRIPTION    OF  PLATE  I. 

Illustrating  cases  of  New  Formation  of  Pigment  on  the 
Anterior  Surface  of  the  Iris,  by  Mr.  Nettleship  and  Mr. 
Lawford. 

Fia.  1. — New  pigment  on  the  iris  of  Charles  L — ;  Case  2,  p.  165  (Mr. 
Nettleship).     From  a  drawing  by  Mrs.  Danielsson. 

Fig,  2. — Half-diagrammatic  sketch,  showing  new  pigment  on  the  iris  of 
Arthur  D— ;  Case  1  (Mr.  Nettleship),  p.  163.  Taken  after  removal  of  the 
cornea  from  the  hardened  eye. 

Figs.  3  to  7  show  the  appearances  in  microscopical  sections  taken  from 
various  parts  of  the  iris  shown  in  fig.  2.  From  drawings  by  Miss  Alice 
Boole. 

Fig.  8. — Appeai-ances  in  a  microscopical  section  of  tlie  auteiior  part  of  the 
iris  in  Mr.  Lawford's  case  (p.  161).     From  a  drawing  by  Mr.  Lapidge. 
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IV.  DISEASES  OF  THE  IRIS. 

1.    Sections  of  iris,  showing  development  of  pigment   layer 
on  anterior  surface. 

By  J.  B.  Lawford. 

(With  Plate  I,  fig.  8.) 

The  specimens  are  taken  from  the  eye  of  a  male  patient 
aet.  63,  under  Mr.  Tweedy's  care  in  the  Royal  London  Oph- 
thalmic Hospital.  I  am  indebted  to  Mr.  Tweedy  for  permis- 
sion to  exhibit  them. 

In  September  1884,  an  iridectomy  was  performed  on 
the  eye  for  subacute  glaucoma  of  six  weeks'  duration. 
The  wound  healed  well,  and  the  tension  remained  normal 
till  March,  1885,  when  there  was  +T.  2,  and  loss  of  all 
perception  of  light.  The  eye  was  then  excised.  There 
is  no  record  that  the  pigmented  patch  on  the  iris  was 
observed  before  the  eye  was  removed.  The  general  con- 
dition of  the  eye,  when  examined  after  excision,  was,  very 
briefly,  as  follows.  There  is  still  some  thickening  of  cornea 
in  neighbourhood  of  cicatrix.  The  iris  has  been  removed  at 
the  upper  part,  but  not  quite  up  to  its  root,  and  the  portion 
left  is  adherent  to  the  back  of  the  cornea.  There  are 
adhesions  of  iris  to  anterior  lens  capsule  at  cut  edges  of 
coloboma.  The  peripheral  part  of  iris  is  adherent  to  back 
of  cornea,  in  whole  circumference,  blocking  the  iris  angle. 
The  lens  is  slightly  displaced,  its  upper  edge  has  come 
forward  and  is  adherent  to  the  cornea  at  the  scar. 
Ciliary  muscl-e  shows  some  fibrous  degeneration.      Vitreous 

VOL.  VI.  11 


162  DISEASES    OP    THE    IRIS. 

detaclied  from  retina  posteriorly,  except  at  0.  D.  Deep 
glaucomatous  excavation  of  0.  N.,  the  cup  filled  with  inflam- 
matory products. 

Iris. — On  its  anterior  surface  at  the  lower  nasal  side  is 
a  sharply  defined  layer  of  pigment,  which  extends  from 
pupillary  margin  towards  periphery,  about  a  quarter  the 
width  of  iris,  and  covers  about  one  sixth  of  its  circumferen- 
tial measurement.  It  is  continuous  round  the  pupillary 
edge  with  the  uveal  pigment  on  the  posterior  surface,  and 
is  of  almost  if  not  quite  the  same  thickness ;  near  its 
advancing  edge  its  thickness  is  slightly  increased,  though 
at  the  edge  it  is  much  thinner.  It  tends  to  separate  from 
the  iris  during  manipulation  rather  more  easily  than  does 
the  posterior  layer.  Its  anterior  surface  is  on  a  level 
with  that  of  the  iris  beyond  its'  limits,  giving  the  impres- 
sion that  the  pigmentation  occurs  in  previously  existing 
cells  or  that  its  cells  replace  those  which  form  the  surface 
layer  of  the  irides  in  which  this  condition  arises.  In  some 
of  the  sections  in  which  the  pigment  layer  on  the  anterior 
surface  has  partially  fallen  off,  it  can  be  seen  that  the 
most  anterior  layers  of  cells  of  the  iris  (elsewhere  very 
evident,  and  partially  at  least  the  products  of  inflam- 
mation) cease  abruptly  just  at  the  point  to  which  the 
peripheral  border  of  the  pigment  layer  reaches.  On  the 
surface  of  the  pigment  layer  indications  of  a  (probably 
single)  layer  of  cells  can  be  seen.  These,  which  are  small, 
nucleated,  rounded  or  slightly  flattened  cells,  are  most 
evident  near  the  advancing  edge  of  the  pigment,  but  can 
also  be  seen  nearer  the  pupillary  border.  The  pigment  is 
contained  in  cells  similar  to  those  on  the  posterior  surface  of 
iris,  and  consists  of  small  granules.  The  iris  is  inflamed. 
Along  its  anterior  surface  is  a  layer  of  closely  packed 
small  cells,  and  throughout  the  iris  similar  cells  exist  in 
considerable  numbers,  while  in  several  places  are  collec- 
tions of  these  cells  in  clumps  of  varying  size  {"  Iritis 
Maligna ''  of  Brailey). 

The  fibres  of  the  sphincter  pupillae,  which  have  under- 
gone some  degenerative   changes,  curve   forwards  at  the 
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pupillaiy  edge  and  reach  just  to  the  anterior  surface  of 
the  iris,  but  do  not,  as  in  ordinary  specimens  of  ectropium 
of  the  pigment,  extend  peripherally  on  the  anterior  surface 
nearly  as  far  as  does  the  pigment  layer.  There  was  no 
irregularity  of  the  pupillary  margin  corresponding  to  the 
patch  of  pigment. 

{April  8th,  1886.) 


2.   New  formation  of  pigment   on   the   anterior  surface  of 

the  iris. 

By  E.  Nettleship. 
(With  Plate  I,  figs.  1—7.) 

The  following  cases  are  examples  of  the  condition 
illustrated  by  Plate  I  in  vol.  v  of  the  Society's  '  Transac- 
tions.^ 

Case  1. — The  patient  from  whose  R.  eye  this  specimen 
was  taken  was  a  lad  of  nineteen  (Arther  D — ),  who  was 
admitted  at  St.  Thomas's  Hospital  on  September  8th, 
1885.  In  the  R.  eye,  which  had  T.  —  2,  there  was 
no  p.  1. ;  old  iritic  adhesions  and  white  opaque  lens  ;  no 
scar  or  evidence  of  wound.  After  a  blow  by  a  fist  two 
and  a  half  years  previously,  this  eye,  which  he  believed 
had  always  been  good,  failed  gradually ;  it  became  totally 
blind  several  months  before  admission.  As  the  eye  was 
useless  and  still  gave  him  trouble  at  times  it  was  excised. 
He  was  in  good  health,  brown  hair,  rather  sallow  skin. 

A  large  patch  of  dark  pigment  was  observed  on  the 
front  of  the  iris  at  its  upper  part;  it  was  very  conspicuous, 
because  the  rest  of  the  iris  was,  like  the  iris  of  the  other 
eye,  of  a  grey  colour  (Plate  I,  fig.  2). 
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Examined  afterwards  in  more  detail  the  pigment  patch 
was  irregularly  four-sided,  measured  4'5  mm.  in  its 
greatest  diameter,  was  continuous  with  the  pupillary 
border,  but  did  not  anywhere  reach  nearer  than  1  mm.  to 
the  periphery  of  the  iris  ;  its  texture  was  uniform  except 
at  the  inner  side,  where  a  hand  lens  showed  some  small 
openings  {a,  fig.  2)  ;  the  pupillary  border  showed  several 
posterior  synechite,  and  no  pigment  was  present  on  the  parts 
of  the  iris  which  were  free  from  synechise ;  the  outline  of 
the  patch  was  everywhere  sharply  defined  and  undulating, 
the  convexity  of  the  major  curves  being  always  directed 
centrifugally.  The  retina  was  detached  in  umbrella  form, 
except  at  the  outer  side,  where  it  was  unnaturally  adherent 
to  the  choroid ;  it  was  very  firm  and  tough  ;  much  choles- 
terine  in  the  subretinal  space.  Choroid  irregularly  pig- 
mented, but  not  showing  any  atrophic  patches.  The 
other  (L.)  eye  healthy,  and  V.  perfect  (f). 

After  the  iris  had  been  hardened,  sections  were  made 
by  Mr.  Lawford  and  Mr.  F.  D.  Nichol,  radially  [h,  fig.  2) 
and  at  right  angles  to  the  radius  (c)  ;  and  from  the 
sections  Miss  A.  Boole  made  the  drawings  from  which  the 
figures  were  taken. 

The  appearances  are  due  to  the  presence  of  a  layer  of 
pigment  on  the  front  of  the  iris,  not  to  the  exposure  of 
the  normal  uveal  layer  by  atrophy  of  the  iris  tissue. 
The  new  pigment  has  the  same  appearance  as  the  natural 
uvea  with  which  it  is  continuous  at  the  pupillary  border 
(fig.  4)  j  its  thickness  varies,  but  is  usually  a  good  deal 
less  than  that  of  the  natural  uvea,  but  its  free  or  advancing 
border  is  sometimes  rather  clubbed  (figs.  3,  5,  6).  The 
normal  uveal  layer  does  not  seem  to  be  altered  at  the 
parts  where  the  new  layer  is  present.  The  new  pigment 
almost  invariably  shows  a  solid  and  rather  rounded  free 
border  (figs.  3,  5,  6)  ;  but  in  one  section  (fig.  7)  its 
component  cells  become  visible  there,  and  in  fig.  6  two 
or  three  small  pigment  cells,  or  masses,  are  seen  just  in 
advance  of  the  solid  edge. 

The  new  pigment  is  not  really  on  the  free  surface  of 
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the  iris,  for  it  is  covered  everywhere  by  a  thin,  but 
distinct,  colourless  layer  varying  in  thickness  and  often 
showing  scattered  round  nuclei  or  corpuscles  (figs.  3,  7,  6). 
Elsewhere  this  colourless  lamina  lies  in  front  of  the 
altered  anterior  basement  membrane  of  the  non-pigmented 
part  which  in  some  sections  is  seen  to  form  a  layer  almost 
as  conspicuous  as  Descemet's  membrane  (c,  fig.  6). 
This  layer  can  be  traced  up  to  the  pupillary  edge  of  the 
iris,  but  not  on  to  the  posterior  surface.  (Fig.  4  shows  it 
turned  back  accidentally  at  the  pupillary  border.) 

Wherever  the  new  pigment  is  present  the  proper  tissue 
of  the  iris  is  much  atrophied  and  converted  into  a  thin, 
condensed,  fibrous  substance.  Fig.  4  shows  extreme 
atrophy  ;  figs.  5  and  7  show  rapid  transition  from  pig- 
mentation with  atrophy  to  relatively  healthy  plumpness. 
In  some  sections  showing  partial  atrophy  a  very  con- 
spicuous fibrous  layer  is  present  near  the  uveal  surface. 
In  many  non-pigmented  parts  the  iris  is  more  or  less 
atrophied,  but  m  some  places  is  fairly  normal. 

Case  2. — The  drawing  (by  Mrs.  Daniellson)  is  from  the 
R.  eye  of  Charles  L — ,  set.  about  25,  with  sallow  skin 
and  black  hair.  He  believes  the  eye  has  been  blind  all 
his  life,  and  can  give  no  history  of  injury  or  operation. 

When  seen  at  the  Moorfields  Hospital  in  July,  1885, 
the  eye  was  quiet,  with  T.  —  1  and  no  p.  1.;  the  lens  yel- 
lowish and  opaque ;  the  pupil  irregularly  dilated  and 
showing  several  broad  and  much  pigmented  synechise. 
The  iris  at  the  lowest  part  was  so  narrow  as  to  be  hardly 
traceable  behind  the  somewhat  hazy  limbus  corneae. 

There  was  slight  general  haze  of  the  cornea,  and  this 
prevented  a  very  good  study  of  the  iris.  The  iris  proper, 
however,  was  of  the  same  colour  as  in  the  other  (healthy) 
eye,  but  its  fibrous  texture  was  much  less  distinct. 

More  than  half  of  the  anterior  surface  of  the  iris  is  seen 
to  be  covered  with  a  densely  brown  layer  of  pigment,  con- 
tinuous at  all  parts  with  the  edge  of  the  pupil  and  almost 
reaching    to    the    periphery    of     the    iris    at    the    upper 
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part  (fig.  1).  Most  of  the  pigment  is  dense  enough 
to  conceal  entirely  the  subjacent  iris^  but  the  upper  half 
is  rather  less  opaque,  and  at  the  nasal  part,  where  it  is 
continuous  with  the  synechiee,  it  becomes  much  less 
uniform  in  thickness ;  its  outline  on  the  nasal  side  is 
irregular,  though  sharply  defined ;  on  the  temporal  side 
it  shows  a  number  of  gentle  undulations  (these  are  not 
quite  correctly  given  in  the  drawing,  the  convexities  and 
concavities  being  in  fact  about  equal). 
In  the  other  (L.)  V.  =  f  and  1  J. 

Case  3. — Jane  C — ,  set.  52,  had  inflammation  of  the  L. 
eye  after  confinement  twelve  years  ago  ;  there  is  no  defi- 
nite history  of  cause.  Sight  is  now  perfect  (with  her  Pr. 
corrected)  in  each  eye.  The  R.  iris  is  blue  and  the  pupils 
are  natural.  The  L.  iris  shows  on  a  blue  ground  an 
irregularly  circular  zone  from  5  to  6  mm.  broad,  of  brown 
pigment,  which  tends  to  be  in  sectors,  the  outer  part  of 
each  sector,  and  of  the  whole  zone,  being  darker  than  the 
pupillary  part.  In  places  there  is  a  fibrous  film  of  white 
substance  in  front  of  the  pigment.  There  are  numerous 
white  iritic  adhesions. 

Case  4  shows  a  patch  of  dark  pigment  passing  from 
the  pupillary  edge  of  the  iris  outwards,  but  not  reaching 
the  periphery.  There  is  circular  synechia  from  severe 
syphilitic  iritis.  Charles  W — ,  eet.  about  45,  St. 
Thomas's  Hospital  (in-patient),  1884. 

(^Gard  specimens.      April  8th,  1886.) 


Dr.  Beailey  thought  that  Mr.  Lawford's  case  was 
simply  an  example  of  the  ectropium  iridis  so  common  in 
advanced  cases  of  glaucoma.  The  uveal  pigment  was,  by 
a  contraction  of  the  anterior  layers  of  the  iris,  rolled 
forwards  so  as  to  come  into  view  for  a  little  distance  round 
the  pupillary  edge.  The  correctness  of  this  supposition 
was  confirmed  by  Mr.  Lawford's  notes  of   the  history  of 
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the  case.  The  speaker  also  noted  in  the  microscopic 
slides  a  clump  of  inflammatory  cells  presenting  the  appear- 
ances he  had  some  years  ago  described  as  typical  of  the 
inflammation  producing  sympathetic  disease.  The  subse- 
quent history  of  the  case^  he  heard  from  Mr.  Lawford,  was 
perfectly  consistent  with  this  view  of  the  nature  of  the 
inflammatory  appearances.  With  regard  to  Mr.  Nettle- 
ship's  specimens  the  case  was  diiferent.  Their  pigment  was 
probably  not  simply  a  derivation  of  the  uveal  pigment,  as 
indicated  by  its  irregular  surface  and  edge,  and  by  the 
presence  in  parts  of  a  fibrous  film  on  its  anterior  sur- 
face. He  noted  that  in  all  of  them  there  had  been 
iritis. 

Mr.  JuLER  took  the  same  view  of  this  condition  as  Dr. 
Brailey,  viz.  that  it  was  one  of  ectropium  iridis  such  as 
is  not  unfrequently  seen  in  advanced  glaucoma.  He  had 
several  microscopic  sections  in  his  possession  which  pre- 
sented similar  appearances  to  those  presented  by  Mr. 
Lawford's  section,  although  the  pigment  perhaps  did  not 
advance  quite  so  far  on  to  the  anterior  surface  of  the  iris. 
He  considered  this  to  be  brought  about  by  shrinking  of 
the  anterior  surface  of  the  iris  after  inflammation  of  its 
substance. 


3.   Iritis  [monocular)  in  a  child.      ?  Tubercular. 
By  W.  A.  Brailey,  M.D. 

Eliza  B — ,  set.  14. 

Her  left  eye  is  the  subject  of  iritis.  The  iris  is  dis- 
coloured and  projecting  from  its  surface  are  several  small 
prominent  greyish-white  or  pinkish -white  nodules.  Some 
are  narrowed  at  their  point  of   adhesion    to    the   iris   and 
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project  so  far  into  the  anterior  chamber  that  it  becomes  a 
question  whether  they  touch  (or  even  extend  into)  the 
cornea.  The  two  lowermost  nodules  (near  the  angle  of 
the  chamber)  are  quite  pink^  as  if  very  vascular. 

The  iris  forms  three  extensive  adhesions  to  the  lens 
capsule.  At  and  near  to  each  of  these  adhesions  is  a 
group  of  small  greyish-brown  nodules^  which  seem  to 
have  been  left  on  the  lens  capsule  by  some  stretching  away 
of  the  iris  at  these  points.  There  ai'e  also  several  small 
greyish  opacities  in  the  corneal  substance  which  are  not 
shown  in  the  drawing.  There  is  some  little  ciliary  injec- 
tion below.  T.  -Q.,  slightly  below  that  of  other  eye. 
V.  =  -Yg  ;   some  good  fundus  reflex. 

The  child  is  fair^  and  extremely  thin  and  delicate  look- 
ing. On  either  side  of  her  neck  are  greatly  enlarged 
glands  just  below  the  angle  of  the  jaw  and  over  and 
behind  the  sterno-mastoid  muscle.  Though  she  always 
has  a  cough,  her  chest  appears  to  be  free  from  disease. 
She  sweats  freely  of  a  night  and  frequently  passes  water 
under  her  during  the  night. 

She  has  been  delicate  all  her  life.  Even  as  a  baby  she 
has  been  in  the  habit  of  bringing  up  her  food. 

Seven  years  ago  she  had  the  measles,  after  which  the 
glandular  enlargement  appeared,  which  has  steadily 
increased  till  now.  Soon  after  this  she  attended  Mr. 
Waren  Tay  for  an  affection  of  the  face  and  eye  which 
she  calls  erysipelas.  After  this  she  was  treated  with  cod- 
liver  oil  at  the  Victoria  Park  Hospital  on  account  of  her 
chest. 

Her  teeth  show  nothing  characteristic  of  inherited 
specific  disease. 

Her  father's  mother  is  said  to  have  died  of  phthisis  ;  her 
mother's  father  is  said  to  have  been  asthmatical. 

Her  mother  suffers  at  times  from  bronchitic  asthma  ; 
her  father  is  alive  and  has  good  health. 

There  have  been  ten  children  in  all,  of  whom  seven  are 
alive.  Patient  is  the  eldest ;  after  her  there  was  a  bad  mis- 
carriage early.      The   third   died,  aged  seven    months,  of 
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wkooping-cough.  The  fourtli  died,  aged  five  and  a  half 
years,  of  croup.  The  last  was  still-born  two  months  ago. 
The  other  children  are  healthy  and  have  no  coughs. 

{Card  specimen.     July  2nd,  1886.) 
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v.— SYMPATHETIC  OPHTHALMITIS. 

Report   of    the    Committee   on    Sympathetic    Ophthalm^itis, 
presented  at  the  meeting  held  on  March  \lth,  1886. 

In  presenting  the  following  Report  we  will  not  occupy 
tlie  time  of  the  meeting  by  explaining,  or  apologising  for, 
the  delay  which  has  taken  place  in  drawing  it  up,  but  will 
simply  say  that  the  Committee  was  appointed  in  the  autumn 
of  1883  to  collect  evidence,  both  from  published  and  unpub- 
blished  sources,  upon  certain  points  in  the  natural  history 
and  treatment  of  sympathetic  ophthalmitis.  Circulars* 
were  sent  to  all  the  surgical  members  of  this  Society  and 
to  some  other  gentlemen  by  whom  we  thought  it  likely 
that  cases  might  be  contributed.  The  names  of  the  con- 
tributors and  the  number  of  cases  sent  in  by  them  will 
be  found  at  the  end  ;  about  80  of  these  unpublished  cases 
were  suitable  and  have  been  used  for  the  Report. 

We  have  also  spent  much  labour  in  exploring  the 
literature,  home  and  foreign,  of  sympathetic  disease,  and 
have  collected  from  amongst  several  hundreds  of  pub- 
lished cases  about  120,  which  bear  upon  the  matter  in 
hand.  A  list  of  the  works  consulted  will  be  found  at  the 
end.f 

Our  Report  is  therefore  based  on  a  total  number  of 
about  200  cases  of  sympathetic  ophthalmitis  which  have 
been  all  tabulated  on  a  uniform  plan ;  and  from  the 
material  so  prepared  the  conclusions  and  remarks  which 
we  are  about  to  offer  have  been  drawn.  The  full  text  of 
the  cases  has  often  been  again  referred  to  when  necessary. 

*  A  copy  of  the  circular  is  appended  to  this  Report. 

t  This  list,  of  course,  makes  no  pretension  to  completeness. 
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The  first  question  on  the  circular  is  : 

1.  When  sympathetic  inflammation  has  begun  does 
excision  of  the  exciting-  eye  influence  its  progress  ?  And 
with  this  we  find  it  convenient  to  take  the  third,  viz.  : 

3.  All  cases  are  desired  in  which  active  treatment  of 
any  kind  appears  to  have  been  useful  to  the  sympathising 
eye  ;  and  all  cases  in  which  the  disease  was  arrested  short 
of  blindness. 

A  trustworthy  reply  to  Question  ]  could  be  given  only 
from  the  examination  of  a  very  large  series  of  unselected 
cases,  such  as  we  have  made  no  attempt  to  collect,  whilst 
our  series  of  about  200  selected  cases  includes  all  the 
recoveries  that  we  could  find. 

The  following  piece  of  evidence,  however,  seems  free 
from  serious  objection. 

Of  our  total  (about  200)  we  find  64  cases*  in  which  the 
exciter  was  removed  within  a  short  timef  of  the  onset  of 
sympathetic  inflammation,  and  of  these  the  sympathising 
eye  was  known  to  be  lost  in  only  8.  J 

In  an  almost  identical  number  (65)  §  the  exciter  was 
either  not  removed  at  all,  or  not  till  long  after  the  sympa- 
thetic disease  had  set  in,  and  in  no  less  than  26  of  these 
the  sympathiser  was  lost.|| 

We  think  it  safe  to  conclude  from  these  figures  that 
whether  early  removal  of  the  exciting  eye  be  positively 
useful  in  staying  the  disease  or  no,  it  is  certainly  not  in- 
jurious ;  as  no  less  an  authority  than  Mauthner  has  asserted 

*  Viz.  Cases  2,  7,  12,  15,  16,  22,  23,  24,  29,  30,  32,  33,  40,  44,  49,  51, 
56,  58,  59,  60  ?,  64,  65,  67,  70,  72,  74,  75,  77,  78,  82,  86,  89,  95,  100,  101, 
102,  106,  111,  118,  120,  123,  124,  125,  137,  139,  145,  149,  150,  156,  157, 
159,  163,  164,  166, 168,  172,  174,  176,  178,  179,  180,  183,  185,  198. 

t  Within  three  weeks  of  the  outbreak  of  symptoms  of  structural  disease  in 
the  sympathising  eye. 

J  Viz.  Cases  24,  32,  40,  60,  82,  95,  125,  183. 

§  Viz.  Cases  3,  8,  9,  10,  11,  18,  20,  21,  25,  27,  28,  31,  35,  36,  38,  42,  43, 
45,  47,  53,  55,  57,  61,  62,  63,  68,  83,  84,  85,  91,  92,  93,  94,  97,  103,  105, 
107,110,119,  121,  122,  126,  128,  129,  131,  132,  134,  151,  152,  153,  154, 
167,  171,  177,  181,  182,  186,  187,  188,  189,  190,  192,  193,  194,  195. 

II  Viz.  Cases  11,  21,  25,  27,  28,  31,  36,  53,  57,  63,  85,  91,  92,  93,  94, 
97,  126,  li59,  134,  151,  152,  153,  154,  167,  182,  195. 
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that  it  is  when  the  sympathetic  disease  is  of  the  "  serous  ^' 
form. 

It  may  perhaps  be  suggested  that  there  are  possible 
sources  of  error  in  the  above  conclusion  : — 

I.  The  fact  that  a  commencing  sympathetic  inflamma- 
tion was  very  mild  would  perhaps  induce  some  surgeons 
to  give  every  chance  by  removing  the  exciter  ;  whilst  the 
exciter  would  be  left  by  most  surgeons  if  the  sympathetic 
disease  were  already  so  severe  that  recovery  seemed 
hopeless. 

But  other  factors  than  the  judgment  of  the  surgeon 
influence  the  decision  as  to  the  removal  of  the  exciter ; 
and  thus  we  find  that  amongst  27  cases  of  sympathetic 
disease  seen  quite  early,  in  which  the  exciter  was  not 
removed,  the  sympathetic  disease  was  mild  in  13  and 
severe  in  14. 

II.  If  recovery  of  the  sympathiser  after  early  excision 
be  due  to  the  natural  mildness  of  the  disease,  we  should 
expect  to  find  evidence  of  this  amongst  the  cases  where  the 
exciter  was  not  removed ;  we  should  be  prepared  to  find, 
for  instance,  that  in  that  group  the  tendency  to  mildness 
Avould  be  displayed  by  both  eyes.  On  examination  this 
expectation  is  confirmed  :  we  find  13  cases  in  which  the 
exciter,  not  being  disorganised  by  the  immediate  results 
of  the  injury  and  not  being  removed,  the  sympathiser 
recovered  perfectly  ;  in  not  one  of  these  was  the  exciter 
entirely  lost, — it  recovered  perfectly  in  4  and  partially 
in  9. 

These  figures  therefore  favour  the  conclusion  that 
recovery  of  the  sympathiser  after  early  removal  of  the 
exciter  may  be  in  part  ascribed  to  the  natural  mildness  of 
the  disease  (in  both  eyes). 

Taking  the  opposite  series  (and  making  the  same  cor- 
rection for  cases  where  the  exciter  was  not  disorganised 
by  the  immediate  results  of  the  injury)  we  find  23  in 
which,  the  exciter  not  being  removed,  the  sympathised 
was  lost;  and  of  these  the  exciter  was  also  lost  in  10. 

These  figures  therefore  favour  the   conclusion   that   loss 
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of  the  sympathiser  when  the  exciter  is  not  removed  may  in 
part  be  ascribed  to  the  natural  severity  of  the  disease  (in 
both  eyes). 

On  the  other  hand  the  fact  that  sympathetic  ophthal- 
mitis when  it  sets  in  after  enucleation  of  the  exciting  eye 
is  usually  mild  seems  to  show  that  early  removal  of  the 
cause  does  in  some  degree  check  the  disease.  This 
subject  will  be  again  alluded  to  (under  Question  9) ; 
but  it  may  be  stated  here  that  of  the  30  cases  which 
we  have  collected,  complete  recovery  took  place  in  no  less 
than  18,  whilst  in  only  9  was  the  eye  quite  lost. 

In  respect  to  Question  3,  the  influence  of  other  treat- 
ment, we  find  that  with  the  exception  of  atropine,  leeching, 
and  exclusion  of  light,  which  of  course  are  universally 
employed,  mercury  is  the  only  powerful  agent  that  has 
been  much  used. 

In  90  of  our  cases  the  treatment  is  given  in  detail,  and 
in  47  of  these  mercury  was  given,  frequently  until  there 
was  decided  salivation. 

Of  the  90  cases  50  recovered  completely,  and  of  these 
25  had,  and  25  had  not  had,  mercury. 

In  view  of  the  many  complicating  factors  these  figures 
can  hardly  be  taken  as  pointing  to  any  conclusion  unless 
it  be  that  mercury  has  no  decidedly  bad  effect  upon  sym- 
pathetic ophthalmitis. 

It  is  convenient  to  refer  now  to  the  question  of  the 
operative  treatment,  whether  of  the  sympathiser  or  the 
exciter,  at  an  early  stage  in  the  disease. 

The  prevalent  opinion  is  that  operations  on  the  sympa- 
thising eye  usually  do  more  harm  than  good  if  undertaken 
whilst  the  disease  is  still  in  progress,  and  accordingly  we 
find  only  11  cases  in  point.*  The  operation  was  always 
iridectomy. 

The  operated  (sympathising)  eye  was  completely  lost 
in  only  3  of  these  ;  on  the  other  hand,  only  1  recovered 
completely  and  there  is  reason  for  doubting  whether  that 

*  Cases  16,  32,  69,  79  86,  119,  137,  157,  167,  172,  176. 
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one  was  a  genuine  sympathetic  case  (Case  119).  In  the 
other  7  more  or  less  of  vision  was  retained. 

We  think  it  more  useful  to  quote  shortly  the  particulars 
of  these  cases  than  to  draw  any  conclusions  from  so  small 
a  series  ;  merely  remarking  that  the  effect  of  the  operation 
does  not  seem  to  be  so  unsatisfactory  as  is  generally 
supposed. 

In  the  following  cases  the  eye  was  lost  : 

In  Case  32  iridectomy  three  weeks  after  onset  on  the 
sympathising  eye,  leeching  and  mercury  to  salivation  did 
not  prevent  the  eye  becoming  totally  blind.  The  operation 
was  done  for  pain  and  +  T. 

No.  137  was  a  man,  ast.  54,  whose  right  eye  became 
quite  blind  from  sympathetic  inflammation  in  spite  of  an 
iridectomy  performed  early  in  the  attack.  The  symptoms 
were  severe  from  the  beginning  and  the  course  rapid. 

No.  167.  An  old  woman  lost  her  sympathising-  eye 
from  quiet  malignant  iritis  in  spite  of  iridectomy  per- 
formed quite  early.      The  eye  became  soft. 

The  following  are  the  partial  recoveries  : 

No.  16  was  a  case  of  a  man  set.  62,  who  had  iridectomy 
on  the  right  (sympathising  eye)  about  ten  days  after  on- 
set, the  attack  being  a  sharp  one.  The  operation  seems 
to  have  had  no  effect.  Three  weeks  later  the  eye  was 
glaucomatous  and  the  lens  opaque.  Extraction  and 
subsequently  iridectomy  were  done.  Eight  years  later 
he  could  see  to  work  (go  to  market,  &c.). 

No.  69  was  a  man  set.  46.  Iridectomy  was  done  on 
the  "  sympathiser  "  five  or  six  weeks  after  onset,  the  eye 
being  "  vciy  soft "  and  the  lens  opaque.  Subsequent 
discissions  lert  him  able  to  tell  the  time  by  a  watch  nine 
months  after  on^^et. 

No.  86.  A  woman,  ast.  38,  had  iridectomy  performed 
on  the  sympathising  eye  within  a  few  days  after  onset. 
The  immediate  result  was  good  but  did  not  prevent  a 
severe  relapse  five  months  later,  after  which  vision 
'^  improved  gradually."      Ultimate  result  not  stated. 

No.    157.      A    woman,    set.    42.      Iridectomy    on    the 
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sympathising  eye  two  and  a  half  months  after  onset, 
leaving  a  good  clear  pupil,  but  the  final  result  is  not 
known. 

No.  172.  Man,  aet.  50,  had  iridectomy  done  on  the 
sympathising  eye  five  weeks  after  onset.  Moderate 
reaction  followed,  but  the  eye  did  well,  and  V.  a  year 
later  was  j^.  The  attack  was  acute  and  severe,  of  the 
plastic  type. 

In  Case  1 76,  a  lad,  get.  about  20,  underwent  iridectomy 
on  the  sympathising  eye  one  month  after  the  onset,  and 
twice  more  within  the  next  three  months  without  apparent 
benefit.  Three  years  later  after  extraction,  capsulotomy, 
&c.,  V.  =  i. 

No.  79.  A  man  had  iridectomy  on  the  sympathising 
eye  from  three  to  four  months  after  onset  of  plastic  iritis, 
and  immediately  after  the  eye  had  recovered  from  a 
sharp  relapse.  It  was  quiet  with  slightly  increased 
tension  at  the  time.  Ten  months  later  the  eye  was  quiet, 
no  further  relapse  had  occurred,  and  he  could  read  8  J. 

The  case  which  recovered  completely  was  as  follows  : 

No.  119.  In  this  case  it  is  doubtful  whether  the  iritis 
was  sympathetic  ;  the  man  at  the  age  of  thirty-two  had 
iritis  which  was  thought  to  be  sympathetic,  because  the 
other  eye  had  been  lost  and  shrunk  from  a  wound  with 
retained  foreign  body  seventeen  years  before.  Iridectomy 
was  performed  on  the  ''  sympathiser "  and  it  soon  reco- 
vered, the  "  exciter  "  not  being  removed  ;  nine  years  later 
a  relapse  of  iritis  occurred  in  the  "  sympathiser,'^  which 
got  rapidly  well  after  excision  of  the  other  eye.  Here 
the  iridectomy  did  not  prevent  a  relapse ;  the  case  reads 
like  one  of  rheumatic  iritis. 

The  following  8  cases*  I'eply  to  Question  2,  which  asks  : 
"  Can  any  operation  on  the  exciting  eye,  other  than  exci- 
sion, influence  the  sympathetic  inflammation  after  it  has 
begun  V  An  operation  had  in  these  cases  been  performed 
upon  the  exciting  eye,  with  the  hope  of  arresting  the  sym- 
pathetic inflammation  which  had  lately  set  in  in  the  other. 
*  Viz.  Cases  8,  45,  68, 107,  167,  188,  189,  194. 
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The  operation  was  iridectomy  in  b,  and  section  across 
the  wound  scar  in  1  of  the  cases.*  They  were  as 
follows  : 

Case  8  was  a  boy,  set.  10,  with  a  wound  and  prolapse 
of  iris  at  the  sclero-corneal  junction  of  nine  weeks' 
standing,  without  injury  to  the  lens ;  and  mild,  acute, 
serous  iritis,  with  synechia  of  one  week^s  standing  in  the 
other  eye.  Iridectomy  was  done  on  both  eyes  on  admis- 
sion, and  both  made  a  good  and  permanent  recovery ; 
in  the  exciting  eye  the  iris  was  removed  from  each  side 
of  the  wound  scar. 

In  Case  45,  a  boy,  set.  13,  had  his  L.  eye  cut  by  glass  ; 
the  wound  healed  and  the  eye  remained  quiet  for  seven 
years  when  slight  inflammation  came  on,  and  on  admission 
five  weeks  later  there  was  keratitis  punctata ;  the  iris 
was  stretched  and  incarcerated  in  an  old  ciliary  cicatrix, 
and  there  was  well-marked  serous  iritis  with  adhesions  in 
the  other  of  four  weeks'  duration.  Iridectomy  was  done 
on  the  exciter  a  week  later,  five  weeks  after  the  onset  in 
the  sympathising  eye,  but  at  the  seat  of  the  wound,  and 
both  eyes  became  quiet  a  few  weeks  later.  This  may  have 
been  a  case  of  idiopathic  serous  iritis  in  a  person  who  had 
had  an  eye  wounded  long  before  ;  but  note  that  the  attack 
began  in  the  wounded  eye. 

In  Case  68,  a  man,  set.  29,  was  wounded  at  the  L. 
sclero-corneal  junction  by  a  piece  of  coal.  It  did  well, 
but  the  prolapse  of  iris  healed  in  ;  five  months  later  severe 
acute  iritis  came  on  in  this  eye  and  at  the  same  time  a 
similar  iritis  occurred  in  the  other.  Both  were  treated  on 
ordinary  principles,  but  no  improvement  being  apparent 
in  either  at  the  end  of  a  week's  treatment  a  large  iridec- 
tomy was  done  in  the  exciting  eye.  Both  eyes  began  to 
improve  about  a  week  later  and  in  a  month  both  were 
quite  well,  V.  being  =  -|^  in  exciter,  -|^  in  sympathiser. 

No.  107  was  a  man,  get.  36,  with  a  needle-wound  and 
prolapse  of  iris  at  sclero-corneal  junction,  the  lens  not 
injured.      Acute  iritis  came  on  in  the  other  four  weeks 

*  We  have  not  attempted  to  collect  cases  of  optico-ciliary  neurotomy. 
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afterwards,  and  two  or  tliree  days  after  its  onset  an  in- 
cision was  made  quite  across  the  scar  and  its  contained 
iris  and  through  the  neighbouring  sclerotic.  Both  did 
well,  and  recovered  perfect  sight. 

No.  167  was  an  old  person  in  whom  quiet  plastic  iritis 
set  in  in  one  eye  several  weeks  after  extraction  of  cataract 
from  the  other.  There  was  prolapse  of  iris  in  the  operated 
eye.  Iridectomy  was  performed  on  the  exciting  eye  not 
long  after  the  onset  of  the  sympathetic  disease,  but  in  each 
eye  the  disease  progressed  quietly  to  softening  of  the 
globe  and  blindness. 

In  Case  188  optico-ciliary  neurotomy,  performed  on  the 
exciter  about  a  week  after  the  onset  of  severe  inflamma- 
tion in  the  sympathiser,  gave  complete  relief  to  the  pain 
in  both  eyes,  but  had  no  apparent  eft'ect  on  the  sympa- 
thetic disease,  which  left  but  little  vision. 

In  this  case  the  exciter  had  had  unsuccessful  iridectomy 
for  acute  absolute  glaucoma  two  months  before  the  sym- 
pathetic inflammation  began  ;  whilst  the  sympathising  eye 
had  had  cataract  extracted  eight  months  previously  and 
seven  years  after  a  well-made  preliminary  iridectomy. 

Case  189  was  severe  plastic  iritis  in  the  R.  nine  weeks 
after  iridectomy  for  acute  absolute  glaucoma  in  the  other. 
The  exciter  had  become  painful  and  hard  again  after  the 
temporary  relief  afforded  by  the  operation,  and  optico- 
ciliary neurotomy  was  done  a  few  days  after  the  onset  of 
sympathetic  ophthalmitis,  with  relief  to  the  pain  lasting  at 
least  eight  months,  and  arrest  of  the  sympathetic  process  ; 
the  pupil  of  the  sympathising  eye  was,  however,  quite 
blocked. 

In  Case  194  an  iridectomy  was  made  at  the  seat  of  a 
cystoid  ciliary  scar  with  prolapse  of  iris,  six  weeks  after 
the  wound  and  almost  immediately  after  the  onset  of  mild 
sympathetic  serous  irido-choroiditis.  Both  did  quite  well 
and  the  sympathiser  got  back  perfect  sight  in  a  few  weeks. 
Other  active  treatment  was  employed. 

The  next  subject  of  inquiry  is  the  very  important  one 
referred  to  in  Question  4  : 

VOL.  VI.  12 
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4.  Does  sympathetic  inflammation  ever  occur  without 
a  perforating  lesion  of  the  exciting  eye  (accidental  or 
operative  wound,  rupture,  or  perforating  ulcer)  ? 

In  respect  to  this  question,  it  must  first  be  observed 
that  many  cases  have  been  recorded  fi'om  time  to  time  as 
sympathetic  ophthalmitis  in  which  spontaneous  destructive 
irido-choroiditis  had  occurred,  first  in  one  eye  and  after- 
wards in  the  other.  In  many  of  these  the  symptoms  and 
changes  are  very  much  like  to,  if  not  the  same  as,  those 
which  are  so  well  known  in  common  sympathetic  disease  ; 
but  we  think  that  it  must  remain  for  the  present  an  open 
question  whether  the  disease  of  the  second  eye  in  these 
spontaneous  cases  should  be  regarded  as  "  sympathetic," 
or,  on  the  other  hand,  as  spontaneous  like  that  in  the  first. 
We  have  therefore  excluded  them  from  our  Report.  We 
believe  that  as  such  cases  are  more  studied  diathetic  causes 
will  be  more  frequently  found  ;  and  further  that  many  of 
them  may  perhaps  differ  in  respect  to  minor  clinical 
features  and  pathological  changes  from  the  best-marked 
cases  of  undoubted  sympathetic  disease. 

It  must  be  by  appealing  to  cases  of  a  different  sort  that 
the  question  before  us  can  alone  be  answered.  We  must, 
if  possible,  find  cases  of  ordinary  sympathetic  ophthalmitis 
which  were  set  up  by  various  conditions  not  associated 
with  perforation,  e.g.  blows,  inflammations  of  cornea  or 
sclerotic,  and  intra-ocular  tumours  in  which  it  was  certain 
that  perforation  had  not  taken  place.  If  it  can  be  shown 
that  genuine  sympathetic  ophthalmitis  may  be  caused  by 
such  various  conditions  as  these,  none  of  them  resembling 
the  conditions  found  in  the  sympathising  eye,  the  question 
(No.  4)  will  have  been  answered  in  the  affirmative  ;  for 
there  could  be  no  objection  to  such  cases  on  the  ground 
that  the  disease  in  both  eyes  was  due  to  a  common  cause. 
After  going  carefully  through  all  our  cases  we  can  find 
only  4  examples  following  corneal  disease  or  blow,  and  3 
caused  by  eyes  containing  a  tumour,  which  even  approxi- 
mately satisfy  the  requirements  ;  and  even  amongst  these 
several  may  fairly  be  objected  to.      Thus  in  Case  24  the 
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''  exciting  "  eye  was  lost  after  measles  in  cliildliood,  and  it 
was  not  until  about  twenty  to  twenty-five  years  afterwards 
that  the  ''  sympathetic  ''  attack  came  on  which  ended  in 
blindness  ;  and  in  Case  63  the  "  exciter  "  was  lost  during 
smallpox  at  the  age  of  thirty,  the  sympathetic  disease 
which  caused  blindness  not  coming  on  until  sixteen  years 
later.  There  was  no  evidence  of  perforation  of  the 
"  exciter  "  in  either  of  these,  but  if  we  accept  them  we 
must  allow  that  they  are  most  unusual,  not  only  in  that 
respect,  but  in  the  extraordinary  length  of  the  interval. 
Case  182  was  one  of  rupture  of  sclerotic,  and  the  only 
reason  for  refusing  to  it  the  title  of  a  perforating  lesion  is 
that  the  lens  was  retained  beneath  the  conjunctiva  over 
the  rupture ;  it  is  evident,  however,  that  the  conjunctiva 
may  have  been  partially  rent  without  the  lens  escaping. 

In  respect  to  the  cases  of  sympathetic  ophthalmitis 
caused  by  eyes  containing  a  choroidal  sarcoma,  of  which 
we  know  only  three  well-recorded  examples,  we  would 
point  out  that  in  every  one  the  exciting  eye  was  shrinking 
and  the  cornea  much  diseased,  and  that  if  perforation 
could  not  be  proved  in  all  of  the  three,  it  could  not  be 
disproved  in  a  single  one. 

The  particulars  of  the  7  cases  now  referred  to  are  given 
below.  Enough,  however,  has  been  said  to  justify  the 
conclusion  that  sympathetic  ophthalmitis  occurring  without 
a  perforating  lesion  of  the  exciting  eye  is,  if  not  unknown, 
at  any  rate  extremely  rare. 

Case  24.* — Woman  lost  her  left  eye  by  inflammation 
after  measles  in  childhood.  The  eye  remained  quiet 
until  seventeen  months  before  she  came  to  the  Moorfields 
Hospital  (Jan.  14th,  1878)  at  the  age  of  twenty-eight,  in  the 
following  condition.  The  left  cornea  was  nebulous,  and,  as 
well  as  the  ciliary  region,  was  bulging,  T.  -|-  2  ;  pupil 
small  and  inactive,  lens  hazy  ;  congestion  ;  bare  p.  1.  It 
was  excised,  and  Dr.  Brailey,  after  a  careful  examination, 
was  unable  to  find  any  trace  of  anterior  synechias  or  other 
evidence  of  old  perforation.  The  other  (right)  eye  was 
*  Published,  Gunu,  '  O.  H.  R.,'  xi,  p.  95,  Case  xv. 
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said  to  have  become  dim  when  the  inflammation  began  in 
the  left  seventeen  months  previously. 

On  admission  there  was  iritis  with  keratitis  punctata, 
V.  =  f^,  H.  m.  1  D.  The  disease  took  an  unfavourable 
course  and  in  four  months  the  eye  was  very  painful  and 
all  but  blind,  and  afterwards  became  totally  so  in  spite  of 
mercurialisation,  iridectomy,  and  removal  of  lens.  The 
only  diflficulty  in  accepting*  this  case  lies  in  the  extreme 
length  of  the  interval,  and  the  same  objection  may  be 
taken  to  the  following  case. 

Case  63. — Woman,  ast.  30,  lost  the  sight  of  her  right 
eye  during  smallpox,  finding  it  blind  as  soon  as  she  was 
able  to  open  her  eyes  during  convalescence.  It  remained 
liable  to  pain.  The  other  (left)  remained  good  for  sixteen 
years,  when  it  inflamed  with  severe  pain  and  soon  became 
blind.  She  was  seen  at  the  age  of  fifty-six,  twenty-six 
years  after  the  loss  of  the  exciter,  sixteen  after  loss  of  the 
sympathiser.  The  exciter  was  then  very  soft  with  old 
iritis  and  some  corneal  opacities,  but  quiet.  The  sympa- 
thiser showed  old  iritis  with  bulged  iris  and  excluded  pupil, 
corneal  opacities,  T  +  2  and  ?  p.  1.  She  had  a  tubercular 
eruption  of  many  years'  duration  on  the  neck,  probably 
syphilitic,  but  neither  the  appearance  nor  the  history  of 
the  eyes  would  have  suggested  this  disease. 

In  Case  182  the  right  eye  of  a  man,  get.  38,  was  ruptured 
by  a  blow,  a  large  rent  being  made  close  to  the  sclero- 
corneal  junction.  When  seen  three  months  later  the  lens 
was  lying  under  the  conjunctiva  over  the  rupture,  and  the 
iris,  except  a  small  segment  downwards,  had  disappeared 
entirely.  V.  with  glasses  =  ^  and  2h  Sn.  The  left 
failed  with  pain  six  weeks  after  the  injury.  When  seen 
there  was  severe  plastic  iritis  with  +  T.  Iridectomy 
was  attempted,  but  the  eye  became  blind.  In  this  case  it 
may  be  observed  that  the  lens  might  be  held  in  place  over 
the  rupture  in  spite  of  a  partial  rent  in  the  conjunctiva 
and  fascia,  and  that  if  part  of  the  iris  had  escaped  from  the 
eye  there  must  have  been  such  a  rent. 

In  Case  187  a  man,  aet.  57,  had  his  right  eye  burnt  by 
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lime;  "  kerato-iritis  "  followed  and  the  eye  became  blind 
(no  p.  I.),  witli  occlusion  of  pupil  and  bulging  of  iris. 
There  is  no  explicit  statement  about  the  cornea,  but  the 
sense  of  the  context  is  against  the  occurrence  of  perfora- 
ting ulcer.  The  eye  was  excised  for  pain  two  years  after 
the  burn.  The  left  became  badly  inflamed  four  months 
after  the  burn  of  the  right.  When  seen  about  two  years 
later  there  was  nearly  complete  circular  synechia,  V.=  -30^, 
T.  and  field  normal  ;  no  active  symptoms.  V.  raised  to 
-2^-Q  by  an  iridectomy. 

Some  four  other  cases  may  be  referred  to  in  which, 
although  no  perforation  was  proved,  the  evidence  was  incom- 
plete. Three  at  least  of  these  are  open  to  the  objections 
raised  above,  viz.  that  the  interval  was  extraordinarily 
long,  and  that  they  may  have  been  cases  of  spontaneous 
irido-choroiditis  occurring  in  persons  who  had  lost  one  eye 
from  another  cause. 

In  the  following  four  cases  the  exciting  eye  contained 
a  choroidal  sarcoma. 

Case  95.* — Male,  set.  50.  Right  eye  had  begun  to  fail 
without  pain  four  years  before,  and  became  blind  in  about 
three  months.  He  applied  in  August,  1883,  stating  that 
a  week  ago  it  had  begun  to  pain  him  and  that  "  some- 
thing burst  in  the  eye  and  water  ran  out.^'  On  admis- 
sion there  was  a  small  perforation  at  the  lower  part  of  the 
cornea  with  prolapse  of  iris,  cornea  opaque  and  vascular, 
T.  —  1,  no  p.  1.  After  excision  a  pigmented  sarcoma  was 
found  in  the  posterior  part  of  the  choroid,  with  parenchy- 
matous choroiditis  and  inflammation  of  the  ciliary  body  in 
foci,  and  inflammation  of  the  optic  nerve.  With  the  left 
eye  he  had  been  able  to  read  the  paper  easily  four  days 
before  admission,  when  it  became  dim.  On  admission  it 
was  congested,  with  posterior  synechias,  V.  =  i^-,  T.  n.  ; 
no  dots  on  cornea  at  that  time,  but  they  soon  appeared. 
The  course  was  unfavourable ;  in  spite  of  mercury  and 
treatment  the  eye  became  all  but  blind.  In  addition  to 
the  inflammatory  changes  in  the  exciting  eye  we  may  note 
*  Milles,  '  0.  H.  R.,'  xi,  p.  43. 
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tliat  the  iris  was  adherent  to  the  cornea  and  atrophied,  the 
lens  almost  absorbed,  the  ciliary  body  somewhat  atrophied 
and  separated  from  the  sclerotic  by  contracting  tissue  in 
the  vitreous  cavity ;  it  is  true  that  the  proved  perforation 
of  cornea  occurred  only  three  or  four  days  before 
the  sympathetic  disease  began,  but  the  description  of 
the  eye  favours  the  assumption  of  a  previous  perforating 
ulcer. 

Case  96.* — A  woman,  set.  40,  had  noticed  for  some 
months  that  she  could  not  see  objects  to  her  left.  Six 
weeks  before  admission,  and  without  much  warning,  the 
left  eye  became  extremely  painful,  the  lids  much  swollen. 
The  pain  lasted  a  few  days.  There  was  no  injury.  When 
seen  in  February,  1884,  the  eye  was  shrinking,  the  whole 
cornea  opaque  with  a  yellow  line  at  the  limbus,  iris 
invisible,  T.  — ,  no  p.  1.  A  small  black  tumour  was  found 
close  to  0.  D.,  greyish,  friable,  caseating  pus  in  the  vitreous 
cavity,  cornea  thickened  and  inflamed,  inflammation  and 
thickening  of  anterior  part  of  choroid  and  ciliary  body, 
iris  adherent  to  cornea,  lens  absent.  The  sympathetic 
inflammation  of  the  right  began  about  eight  days  after 
excision.  When  readmitted  three  weeks  after  excision 
there  was  mild  iritis  with  keratitis  punctata.  The  eye 
quickly  and  perfectly  recovered  and  was  well  when  seen 
about  two  years  aftei^wards.  Although  Mr.  Milles  could  find 
"  no  visible  perforation  of  the  globe  "  it  can  hardly  be 
doubted  that  such  did  occur.  If  total  anterior  synechia 
were  not  sufficient  evidence,  the  absence  of  the  lens  could 
hardly  be  explained  in  any  other  way,  since  the  clinical 
account  does  not  permit  us  to  assume  that  it  could  have 
been  spontaneously  absorbed. 

Case  102. t — A  woman,  set.  29.  Left  eye  failing  for 
two  years  ;  quite  blind  one  year ;  no  pain.  Seen  in 
August,  1882 ;  eye  shrinking ;  T.  —  ;  sclerotic  in  the 
upper  ciliary  region  puckered ;  cornea  flattened  and 
vascular ;   pupil  large,  occluded  by  thin  layer  of  l3miph  ;  a 

*  Ibid.,  p.  46. 

t  Milles,  '  0.  T.,'  iii,  p.  66,  Case  5;  Brailey,  'O.  H.  II.,'  xi,  p.  53. 
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small  tumour  of  choroid  near  O.  D.  ;  chronic  inflammation 
of  choroid  and  ciliary  body  ;  iris  adherent  to  lens  capsule. 
Mr.  Milles  states  that  there  had  been  a  perforating  ulcer 
of  the  cornea,  but  Dr.  Brailey  in  his  microscopical  exami- 
nation does  not  allude  to  the  point.  The  right  eye 
suffered  from  mild  serous  iritis,  with  papillitis  but  no 
synechice,  which  came  on  three  weeks  before  excision  of 
the  left  and  recovered  completely  in  a  few  weeks. 

Case  159*  was  that  of  a  woman,  set.  34,  who  suffered 
from  severe  sympathetic  inflammation  coming  on  fifteen 
months  after  a  blow  upon  the  right  eye  by  a  twig.  On 
excision  a  pea-sized  sarcoma  was  found  on  the  ciliary  body, 
but  as  we  have  no  fui'ther  description  of  the  eye  we  cannot 
infer  that  there  was  no  perforation. 

The  two  next  questions  (Nos.  5  and  6)  relate  respec- 
tively to  the  shortest  and  longest  intervals  between  the 
lesion  of  the  exciting  eye  and  the  onset  of  demonstrable 
changes  in  the  sympathising  eye. 

6.  What  is  the  longest  interval  ?  In  cases  of  long 
interval  did  the  exciting  eye  suffer  from  any  second  lesion, 
or  from  a  recurrence  of  active  symptoms,  shortly  before 
the  sympathetic  disease  began  ? 

In  seeking  for  the  longest  interval  that  may  occur  we 
must,  in  the  first  place,  exclude  cases  in  which  the  (so- 
called)  sympathetic  disease  was  of  an  unusual  form,  and, 
secondly,  cases  (and  they,  are  fairly  numerous)  where  the 
exciting  eye,  having  been  quiet,  became  irritable  or 
inflamed,  or  sustained  a  fresh  injury,  shortly  before  the 
sympathetic  disease  began. 

After  making  these  allowances  we  find  only  about  a 
dozenf  in  which  the  interval  amounted  to  a  year  or  more. 
And  from  this  small  series  it  is  possible  that  we  ought  to 
deduct  3  in  which,  together  with  an  extremely  long 
interval  (from  thirty  to  thirty-nine  years),  we  have  an 
exciter  that  had  been  damaged  by  corneal  ulcer  (perhaps 

*  Rossander,  Stockholm. 

t  Strictly  13,  viz.  Nos.  9,  29,  38,  42,  50,  55,  59,  60,   126,  140,  159,  162, 
176. 
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perforating)  not  by  wound  ;  for  many  would  no  doubt 
regard  these  3  (Nos.  29,  60,  140)  as  cases  of  spontaneous 
irido-choroiditis  although  the  appearances  presented  were 
quite  like  those  in  common  sympathetic  ophthalmitis.  We 
have,  however,  retained  them. 

The  longest  interval  after  injury  to  the  exciter  was 
twenty  years  and  was  as  follows  : 

Case  9.* — A  man  received  a  gunshot  wound  in  the 
right  eye  more  than  twenty  years  before  admission. 
There  was  much  pain  for  some  weeks  following  the  injury 
and  the  eye  then  became  blind.  The  left  eye  began  to 
have  muscee  eighteen  months  before  admission,  and  six 
months  before  admission  sight  rapidly  failed  with  pain 
and  inflammation.  He  was  seen  in  September,  1879,  at 
the  age  of  forty-five.  The  right  had  no  perception  of 
light  and  was  excised.  The  left  showed  severe  old  plastic 
vascular  iritis  with  slight  decrease  of  tension,  total  posterior 
synechia  and  V.  =  "^(To  ^^^  ^^  Jaeger. 

In  Case  55,  also  one  of  injury,  the  interval  was  fourteen 
years.  A  man  of  twenty-four  received  a  wound  of  the 
right  eye  by  a  chip  of  steel.  The  eye  gave  no  trouble, 
and  he  was  not  seen  until  sixteen  years  later,  at  the  age 
of  forty,  in  May,  1877,  the  eye  being  then  shrunken, 
puckered,  and  hard.  When  excised  a  large  cup  of  bone 
and  colloid  degeneration  was  found  on  the  inner  surface 
of  the  choroid.  The  left  eye  was  good  till  fourteen  years 
after  the  injury,  when  it  was  inflamed  for  a  time.  It  was 
for  a  slight  recent  relapse  in  this  eye  that  he  came  under 
care  two  years  later,  at  the  above  date,  when  there  were 
ciliary  congestion,  posterior  synechias,  some  ''  dots  of  de- 
posit "  on  the  cornea,  and  a  band  of  rough,  evidently  old, 
haze  running  transversely  across  the  cornea.  Fundus  and 
vitreous  apparently  healthy.  Vision  not  noted.  He  was 
not  rheumatic  ;  there  is  no  note  as  to  syphilis,  but  there 
is  every  reason  to  believe  that  inquiries  were  made.f 

*  Gunn,  Case  38  (impiiblished). 
t  Nettleship,  Case  3  (unpublished). 
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We  now  drop  to  an  interval  of  ten  years  (Case  176, 
injury),  eight  years  (Case  50,  probably  rupture),  six 
years  (Case  42,  wound),  and  four  years  (Case  59,  wound), 
whilst  in  the  remaining-  5  cases  (Nos.  38,  85,  126,  159, 
162)  the  interval  varied  from  two  years  to  fifteen  months. 
In  these  5  cases  the  disease  was  very  severe,  but  it  was 
also  very  severe  in  4  (Nos.  9,  60,  140,  176),  with  the 
longest  intervals  of  all. 

In  9  of  the  13  vision  was  practically  abolished  j  in  4 
the  eye  recovered  partially,  and  in  only  1  (No.  29)  per- 
fectly. Though  this  series  is  small,  we  may  safely  con- 
clude from  it  that  sympathetic  ophthalmitis  occurring 
after  a  very  long  interval,  and  without  any  fresh  inflam- 
mation of  the  exciter,  is  by  no  means  likely  to  be  mild. 

We  may  briefly  allude  to  the  cases  (already  referred 
to)  where  the  interval  was  long  and  uninterrupted  by 
fresh  inflammation  of  the  exciter,  but  the  sympathetic 
disease  unusual  in  form.  Of  these  there  are  at  least  10,* 
and  several  of  them  were,  perhaps,  rheumatic  iritis  hap- 
pening in  persons  who  chanced  to  have  lost  one  eye, 
others,  iritis  with  corneal  ulcer,  &c. 

For  example,  Soelberg  Wells  published  the  following, 
the  sympathetic  nature  of  which  seems  very  doubtful  : 
(Case  119).  A  lad  of  sixteen  had  his  left  eye  wounded  by 
a  piece  of  metal.  Seventeen  years  aftei'wards  iritis  oc- 
curred in  the  right,  for  which  an  iridectomy  was  done 
with  good  result,  the  injured  eye  not  being  dealt  with. 
The  right  (''  sympathising  ")  eye  now  remained  quiet  for 
nearly  nine  years,  when  a  relapse  of  iritis  took  place,  an 
acute  attack.  When  this  had  been  going  on  for  three 
months  he  came  under  care,  the  eye  being  still  inflamed 
with  haz}"  media.  After  a  fortnight^s  ordinary  treatment, 
the  eye  not  improving,  the  left  ("  exciting  ")  eye,  which 
was  shrunken,  and  now  very  tender,  was  excised,  and  a 
chip  of  metal  found  in  it.  The  right  (sympathiser)  now 
rapidly  improved  and  was  soon  well.  No  inquiry  seems 
to  have  been  made  as  to  other  causes,  and  the  case  differs 
*  Cases  12,  17,  22,  67,  75,  81,  83,  119,  128,  183. 
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from  common  sympatlietic  cases,  in  acuteness,  in  relapsing 
after  many  years  of  perfect  quiet,  and  in  recovering  per- 
fectly from  both  attacks. 

In  Case  17*  a  girl  lost  lier  right  eye  by  wound  at  the 
age  of  sixteen.  It  shrunk,  but  appears  to  have  given  no 
trouble.  It  was  not  until  about  thirty  years  later  that  the 
left  showed  symptoms.  Eighteen  months  after  these  began, 
viz.  when  about  forty-eight,  she  was  admitted  (August, 
1877)  with  marginal  ulceration  of  the  cornea,  and  iritis 
with  abundant  synechiee  ;  the  right,  shrunken  and  squared, 
was  excised.  In  the  left  iridectomy  was  done,  and  the 
eye  soon  became  quiet,  with  fair  vision  and  some  nuclear 
haze  of  lens.  There  is  no  note  as  to  rheumatism  or 
syphilis.  The  case  did  not  behave  like  sympathetic  iritis, 
and  the  patient  was  at  an  age  when  iritis  is  common  as  a 
complication  of  corneal  ulcer. 

Cases  are  much  less  rare  in  which,  though  a  very  long 
period  has  elapsed  since  the  original  lesion,  a  fresh  in- 
flammatory attack  has  come  on  shortly  before  the  outbreak 
of  the  sympathetic  disease. 

There  seems,  indeed,  but  little  doubt  that  such  an  inter- 
current attack  has  often  been  the  determining  cause  of 
the  sympathetic  ophthalmitis,  not  only  where  the  interval 
since  the  original  lesion  was  very  long,  but  even  where 
it  was  of  ordinary  length. f 

As  an  example  of  long  interval  with  recurrence  of  active 
symptoms,  we  refer  to  Case  113  (Lawson)  in  which  a  man  of 
tAventy-five  received  a  wound  by  a  percussion  cap  in  the  left 
eye.  The  eye  suppurated  and  shrank  after  much  suffer- 
ing, and  then  remained  for  more  than  seven  years  per- 
fectly quiet,  the  other  eye  being  perfect.  Seven  and  a 
half  years  after  the  injury  the  stump  became  painful  and 
inflamed,  and  soon  afterwards  the  sight  of  the  right 
became  foggy  without  pain.  During  the  next  six  months 
he  had  repeated  relapses  both  in  the  stump  and  in  the 

*  Gunn,  Case  24  (unpublished). 

t  See  Cases  13,  24,  32,  33,  45,  61,  63,  80,  113,  114, 125, 135, 138, 139, 141, 
142,  146,  153,  174,  179,  180,  181,  185. 
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right  eye,  and  when  seen  in  September,  1865,  the  right  was 
in  the  condition  of  advanced  sympathetic  iritis  and  unable 
to  count  fingers.  The  left  stump  was  inflamed,  red,  and 
irritable,  and  the  chip  of  metal  was  found  in  it  after  ex- 
cision. Cases  32,  in  which  no  foreign  body  was  present, 
and  153,  in  which  the  stump  was  not  excised  at  all,  may 
also  be  referred  to  as  illustrating  the  same  point.  Among 
cases  of  the  same  kind,  but  with  an  ordinary  interval, 
may  be  mentioned  15,  154,  168,  192,  and  among  cases  of 
the  same  sort  with  long  intervals  in  which  the  sympathetic 
disease  was  not  typical  in  form,  we  may  refer  to  Cases 
118,  180,  198. 

In  Question  5  it  is  asked  : 

5.  What  is  the  shortest  interval  between  the  lesion  of 
the  exciting  eye  and  the  earliest  appearances  of  sym- 
pathetic inflammation  (e.  g.  keratitis  punctata,  opacities  in 
the  vitreous,  papillo-retinitis,  slight  synechia,  &c.)  ? 

Here,  as  in  inquiring*  for  the  longest  interval,  we  have 
to  exclude  anomalous  cases,  and  any  in  which  the  ''  sym- 
pathetic ^'  disease  was  probably  due  to  constitutional 
causes. 

Any  interval  of  not  more  than  four  weeks  is  counted  as 
short,  and  of  such  we  find  18  genuine  cases.* 

In  6  of  these  the  interval  was  four  weeks  ;  in  6,  three 
weeks;  in  2  (Nos.  160,  190)  between  two  and  three  weeks, 
whilst  in  only  4  (Nos.  3,  58,  62,  95)  was  it  two  weeks  or 
less. 

The  shortest  apparent  interval  was  in  Case  97  (already 
referred  to  under  sarcoma  of  choroid)  where  only  three  or 
four  days  intervened  between  a  perforating  ulcer  of  the 
cornea  and  the  onset  of  sympathetic  inflammation  in  the 
other  eye  ;  but  there  was  reason  to  suspect  that  a  previous 
perforation  had  taken  place  in  this  instance. 

Case  3. — A  man  had  a  chip  of  brass  embedded  deeply 
close  to  the  edge  of  the  right  cornea ;  the  chip  was 
removed  two  days  later.      Painful  inflammation  of  cornea 

*  Cases  3,  14,  21,  23,  37,  53,  58,  62,  90,  95,  100,  107,  133,  156,  160,  164, 
181,  190. 


188  SYMPATHETIC    OPHTHALMITIS. 

and  iris  followed,  but  soon  yielded  to  treatment,  and  the 
eye  recovered.  The  left  was  attacked  with  iritis  one  week 
after  the  removal  of  the  chip,  or  nine  days  after  the 
injury ;  congestion,  posterior  synechise,  keratitis  punctata, 
and  turbid  media.  G-radual  complete  recovery  in  three 
months. 

Case  62. — A  boy  of  six  wounded  his  right  cornea  close 
to  the  edge  by  a  nail,  and  a  week  afterwards  the  eye  was 
struck  by  a  rope.  From  seven  to  ten  days  after  the 
wound  his  mother  noticed  the  left  eye  to  be  red  and  in- 
flamed. She  was  quite  definite  about  this,  but  he  was  not 
admitted  until  twenty-six  days  after  the  wound,  when  the 
left  showed  photophobia,  slight  congestion,  and  several 
iritic  adhesions.  At  that  time  the  right  (exciting  eye) 
showed  a  healed  wound  with  prolapse  of  iris,  photophobia, 
vascular  iritis  and  muddy  aqueous.  No  keratitis  punctata 
in  either.      Both  eyes  recovered  rapidly  and  perfectly. 

Case  58. — A  man,  set.  35,  had  his  left  eye  ruptured  by 
a  fist-blow.  Fifteen  days  later  the  right  became  "  misty," 
and  when  seen  twenty-two  days  after  the  injury  there  was 
severe  plastic  iritis,  with  Y.  only  shadows.  We  date  the 
onset  of  the  disease  from  the  patient^ s  statement  that  the 
eye  became  misty,  and  there  seems  no  reason  to  question 
that  the  disease  really  did  begin  at  that  time. 

Cases  160  and  164  may  also  be  referred  to  as  severe 
cases  occurring'  within  three  weeks  of  the  injury. 

Of  the  18  cases  7  were  mild,  6  severe,  and  5  lost, 
numbers  which  bear  favourable  comparison  with  those 
already  mentioned,  in  which  the  interval  was  very  long. 
It  should  be  mentioned  that  every  case  of  short  interval 
that  we  could  find  was  included  in  the  above  statement. 

Three  peculiar  cases  in  which,  though  the  wounded 
eye  was  excised  almost  immediately  after  the  injury,  iritis 
afterivards  came  on  in  the  other,  will  be  related  in  con- 
nection with  Question  9  (Nos.  48,  109,  112). 

Four  cases  (74,  110, 134,  144)  of  short  interval  in  which 
the  sympathetic  disease  took  the  form  of  optic  neuritis, 
will  also  be  noticed  later  on. 
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The  reply  to  Question  1 ,  though  necessarily  brief,  is  not 
without  importance. 

7.  Have  you  observed  cases  in  which  the  length  of  the 
interval  seemed  to  have  any  influence  on  the  severity  of 
the  attack  ? 

On  taking  out  all  the  cases  with  tolerably  long-  and  short 
intervals,  to  the  number  of  77,  we  find  (1)  that  of  45  in 
which  the  interval  was  long,  the  sympathetic  attack  is 
recorded  as  "  mild  ''  or  "  moderate  '^  in  21,  "  severe  "  or 
'Most"  in  24;*  (2)  that  of  32  with  short  interval  the 
sympathetic  attack  was  ''mild"  or  "moderate"  in  21,t 
and  "  severe  "  or  "  lost  "  in  only  11. 

These  numbers  confirm  the  conclusions  arrived  at  before 
to  the  effect  that  the  prognosis  in  sympathetic  ophthal- 
mitis is,  on  the  whole,  more  favourable  if  the  disease 
comes  on  after  a  short  than  after  a  long  interval. 

In  respect  to  Question  8. 

8.  All  cases  are  desired  in  which  the  disease  began 
insidiously,  neither  eye  having-  presented  irritative  sym- 
ptoms ;  and  cases  in  which,  although  the  exciting  eye 
showed  active  symptoms,  the  disease  began  quietly  in  the 
sympathising  eye. 

A  general  reply  to  this  question  may  easily  be  given, 
but  we  have  not  been  able  to  draw  up  from  the  tables  of 
cases  any  precise  statement. 

9.  Have  you  any  cases  of  sympathetic  inflammation 
setting  in  after  excision  of  the  exciting  eye  ? 

This  question  is  of  much  interest  and  importance.  We 
find  30  cases  in  which  genuine  sympathetic  ophthalmitis 
set  in  after  enucleation  of  the  exciter,  and  6  others,  the 
sympathetic  nature  of  which  is  doubtful.  Taking  the 
30  true  cases  we  find  that  18  recovered  completely,  and 
3  partially,  9  being  lost. 

These  figures  are  in  harmony  with  the  conclusions  which 
had  already  been  drawn  from  the  observation  of  a  smaller 

*  Or  about  50  per  cent,  mild,  and  50  per  cent,  severe  or  lost. 
t  Or  about  66  per  cent,  mild,  and  33  per  cent,  severe  or  lost. 
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series  of  cases.*  It  is  of  more  importance  to  observe  that 
the  general  results  here  are  the  same  as  for  the  cases  in 
whicli  sympathetic  disease  occurs  before  excision^  but  within 
an  unusually  short  interval  after  the  injury.  Although 
about  half  of  these  cases  have  been  previously  published, 
it  will,  we  think,  be  interesting  to  consider  the  whole 
group  afresh. 

The  first  subject  of  inquiry  in  this  group  is  whether 
the  sympathetic  disease  is  caused  by  the  injured  eye  or 
by  the  operation  for  its  removal.  If  the  disease  were 
due  to  the  excision  we  should  expect  to  meet  occasionally 
with  cases  coming  on  a  long  time  afterwards.  We  find 
the  following  four  cases  in  which  such  is  stated  to  have 
been  the  case. 

Case  l.f — A  young  woman  lost  the  left  eye  from  spon- 
taneous irido-choroiditis.  Many  years  after,  at  the  age  of 
thirty,  it  was  excised  on  account  of  irritation  in  the  right. 
This  ceased  after  the  excision,  but  twelve  months  after  the 
operation  the  right  eye  passed  through  a  painless  attack 
of  iritis  with  keratitis  punctata  and  opacities  in  the 
vitreous.  It  improved  for  a  time,  but  four  years  later 
the  disease  was  still  active  and  V.  very  bad.  Other 
possible  causes  of  iritis  not  mentioned. 

Case  191. J — A  woman  lost  her  left  eye  by  sloughing  of 
cornea  in  gonorrhceal  ophthalmia  at  thirty- six.  After 
being  quiet  for  ten  years  it  became  painful  and  was 
excised.  A  year  afterwards,  at  the  age  of  forty- seven,  there 
was  pain  in  this  orbit,  with  puckering  ai'ound  the  end  of 
the  optic  nerve.  At  the  same  time  acute  iritis  came  on  in 
the  other  (right)  eye.  The  stump  of  the  left  optic  nerve 
was  cut  out,  and  under  treatment  the  right  rapidly  and 
completely  recovered,  and  did  not  relapse.  There  is  no 
note  as  to  syphilis  or  gonorrhceal  rheumatism. 

Case    199. § — The  left  eye  of   a  man,  set.   thirty,   was 

*  Nettlesbip,  '  Clin.  Soc.  Trans./  vol.  xiii  (1880). 

t  Cant,  Case  1  (unpublished). 

J  Ayres,  *  Knapp's  Arcbiv,'  xi,  199. 

§  Culbertson,  '  Amer.  Journ.  of  Opbth.,'  i,  161. 
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excised,  reason  not  stated.  He  wore  an  artificial  eye  with- 
out trouble  for  the  next  fifteen  yeai's,  when,  on  getting  a 
new  eye,  much  irritation  of  conjunctiva  came  on.  Two 
and  a  half  weeks  after  beginning  the  use  of  this  eye  well- 
marked  plastic  iritis  with  much  effusion  began  in  the  other 
(right)  eye.  It  recovered  perfectly  under  the  usual  measures, 
including  mercury  and  the  removal  of  the  artificial  eye. 
Three  months  later  V.  perfect.  No  history  of  rheumatism 
or  syphilis. 

Case  200.* — A  man,  get.  23.  Blow  on  right  eye  with  a 
small  piece  of  wood,  probably  causing  rupture.  Excised 
seven  months  later  for  irritation  in  the  left.  All  irritation 
ceased,  and  for  nearly  nine  years  he  could  see  as  well  as 
ever  he  did  in  his  life.  Then  (nine  years  after  excision) 
slight  pain  in  the  eye  and  progressive  failure  of  sight. 
When  seen  twelve  months  later,  very  severe  plastic  iritis 
with  ciliary  staphylomata,  T.  slightly  +,  severe  pain, 
V.  =  p.  1.  in  the  outer  part  of  the  field.  After  sclerotomy, 
pain  subsided,  but  the  eye  became  soft.  Other  possible 
causes  of  iritis  not  mentioned. 

Another  case  by  Colsmann  (Case  207)  may  be  men- 
tioned in  which  the  interval  was  six  months,  but  as  the 
disease  in  the  second  eye  took  the  form  of  neuro -retinitis 
only,  the  sympathetic  nature  of  the  attack  is  very  doubtful. 

The  only  two  of  these  which  are  at  all  convincing-  are 
Cases  1  and  200,  and  to  them  we  do  not  see  that  any 
exception  can  be  taken,  unless  it  be  assumed  that  the 
disease  in  the  second  eye  was  spontaneous. 

Again,  if  the  sympathetic  disease  were  due  to  the 
excision  we  should  expect  to  meet  with  it  sometimes  after 
the  removal  of  eyes  which,  had  they  been  left,  would  not 
have  produced  it.  But  on  turning  to  the  cases  we  find 
only  a  single  instance,  and  that  one  already  quoted  as 
doubtful  (Case  1  above),  in  which  the  exciter  was  lost  by 
spontaneous  inflammation.  In  all  the  others  there  had 
either  been  complicated  wound,  operation,  or  perforating 
ulcer. 

*  Lawson,  'O.  H.  R./  x,  p.  3. 
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Assuming  tlien  that  sympathetic  disease  beginning  after 
excision  is  due  to  tlio  eye,  and  not  to  the  operation  for  its 
removal,  we  may  next  ask — What  is  the  interval  that  may 
elapse  between  the  removal  of  the  exciter  and  the  onset  of 
the  sympathetic  inflammation  ?  We  find  that  this  (the 
"  second*  interval '')  was  between  two  and  five  days  in 
1 1  cases  ;  between  one  and  two  weeks  in  7  cases  ;  about 
three  weeks  in  6  cases  ;  and  from  one  month  to  eight  weeks 
in  5  cases.  The  5  cases  just  quoted  in  which  this  interval  was 
extraordinary  in  length  are  not  here  included.  Although 
the  length  of  the  ^'  second  interval  "  thus  varied  from  two 
or  three  days  to  seven  or  eight  weeks,  the  sum  of  the  "first" 
and  "  second  "  intervals  showed  a  much  smaller  range, 
viz.  from  four  to  eight  weeks,  only  exceeding  the  latter 
in  two  cases.  Now,  from  four  to  eight  weeks  is  a  common 
interval  between  injury  and  sympathetic  disease,  but  the 
second  interval  alone  was,  as  the  above  figures  show, 
usually  too  short  to  permit  of  our  assuming  the  excision 
to  have  been  the  cause.  It  may  further  be  observed  that 
in  none  of  these  cases  was  the  eye  excised  promptly ; 
ample  time  was  always  allowed  for  traumatic  inflammation 
to  set  in.  In  fact  the  "  first  interval  '^  alone  was  nearly 
always  of  sufficient  length  to  account  for  the  occurrence. 

Three  cases  are  found  in  which  the  damaged  eye  was 
excised  almost  immediately  after  the  injury,  and  yet 
iritis  afterwards  occurred  in  the  other.  We  think  it  well 
to  quote  these  cases  without  expressing  an  opinion  as  to 
their  nature,  pointing  out,  however,  that  the  attack  in  each 
case  differed  materially  fi'om  common  sympathetic  ophthal- 
mitis, and  that  in  each  case  the  damaged,  exciting,  eye 
had  been  ruptured  by  a  severe  blow.f 

In  Case  48  a  woman,  ast  45,  had  her  left  eye  ruptured 
by  a  blow  on  January  15th,  1884.      It  was  excised  by  Dr. 

*  By  "  first  interval,"  we  mean  the  time  intervening  between  the  lesion  and 
the  excision  of  the  exciting  eye.  The  "  second  interval "  is  the  time  between 
the  excision  and  the  onset  of  sympathetic  inflammation. 

t  The  facility  with  which  collapsed  eyes  are  cut  into  during  excision  sug- 
gests that  in  these  three  cases  a  portion  of  sclerotic  or  choroid  may  have 
accidentally  been  left  behind. 
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Little,  of  Manchester,  on  tlie  same  day.  The  other  (right) 
eye  seemed  healthy  at  the  date  of  excision.  On  the  20th 
there  was  slight  muco-purulent  conjunctivitis,  but  pupil 
clear  and  active.  On  the  23rd  chemosis,  pupil  sluggish, 
acting  imperfectly  to  atropine.  24th,  distinct  iritis  with 
lymph  in  iris  and  pupil,  severe  congestion,  and  pain  ;  con- 
junctival discharge  nearly  stopped.  25th,  iritis  worse ; 
no  keratitis  punctata  could  be  made  out ;  there  was  marked 
congestion  at  the  limbus  cornese.  From  this  time  rapid 
improvement,  and  by  February  20th  the  eye  was  practi- 
cally well,  free  from  synechige,  and  V.  perfect.  There 
was  no  history  or  evidence  of  syphilis  and  no  other 
apparent  cause  for  the  iritis. 

Case  112,* — Man,  set.  about  20.  Left  eye  burst  by  a 
blow  on  January  22nd,  1883,  and  excised  the  next  day. 
The  socket  healed  well,  and  remained  free  from  irritation. 
A  glass  shell  was  worn  after  two  weeks. 

Seven  weeks  after  the  excision  acute  iritis  with  ciliary 
congestion  and  pain  set  in  in  the  other  (right)  eye.  The 
attack  was  not  severe,  and  was  well  in  a  few  days,  Y.  not 
being  affected.  It  remained  well  for  seven  months,  when 
a  relapse  occurred  with  more  synechia.  This  attack 
lasted  nearly  two  months,  but  the  eye  recovered  with  V. 
=  -|-Q,  No  keratitis  punctata  was  observed.  None  of  the 
ordinary  causes  of  iritis  were  noted. 

Case  109. f — An  engine-driver,  get.  41,  had  his  right  eye 
smashed  and  the  orbital  tissues  much  bruised  in  a  railway 
accident.  The  eye  was  excised  within  forty-eight  hours. 
The  tissues  healed  tardily  and  discharged  more  than  usual. 

From  four  to  six  weeks  later  severe  acute  iritis  came 
on  in  the  other  (left)  eye.  The  attack  lasted  about  a 
month.  Then  the  eye  became  quiet,  and  sight  improved 
somewhat,  but  a  few  days  before  admission,  six  months 
after  the  accident,  a  tolerably  severe  relapse  took  place, 
V.  not  20  Jaeger,  T.  n.  Eapid  improvement ;  five  weeks 
later  V.  =  |^,  numerous  synechiee ;  thin   membrane    in 

*  Edgar  Browne,  '  Ophth.  Rev.,'  iv,  69. 
t  Nettleship,  '  Ophth.  Trans./  iv,  p.  85. 
VOL.  VI.  13 
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pupil ;  iris-texture  natural.  The  eye  remained  quiet  for 
tlie  few  following  weeks  during  which  he  remained  under 
notice.  Chronic  articular  rheumatism  in  hip,  knee,  and 
elbow  on  the  same  side  as  the  iritis  four  years  previously, 
but  no  inflammation  of  the  eye  then  ;  no  syphilis. 

Question  10.  When  the  exciting  eye,  retaining  useful 
sight,  is  not  excised,  what  is  its  final  state  ? 

We  find  36  cases  in  which  the  exciting  eye,  not  being 
disorganised  by  the  immediate  result  of  the  injury, 
was  allowed  for  one  reason  or  another  to  remain.  Of 
these  the  eye  (exciter)  recovered  completely  in  9  cases, 
recovered  partially  in  17,  and  was  lost  in  10.  Five  of 
the  complete  recoveries,  and  4  of  the  partial  recoveries, 
or  9,  and  4  in  which  the  eye  was  totally  lost,  13  in  all, 
were  cases  in  which  the  eye  had  undergone  recent  ex- 
traction of  senile  cataract. 

Recovery  of  the  exciter  by  no  means  implies  recovery 
of  the  sympathiser.  Thus  of  the  9  in  which  the  ex- 
citer recovered  perfectly,  the  sympathiser  was  lost  in  no 
less  than  5,  and  it  is  further  remarkable  that  all  these 
five  were  senile  cataract  extractions. 

Several  other  points  of  much  interest  have  cropped  up 
during  our  inquiries,  but  we  have  only  time  to  refer  now 
to  one  of  these.  We  shall  be  happy,  if  the  Society  thinks 
well,  to  prepare  a  Supplementary  Report  on  these  matters. 

A  good  deal  has  been  written  from  time  to  time  about 
sympathetic  neuritis  and  neuro-retinitis,  and  the  subject 
is  of  particular  interest  now  that  the  theory  of  transmission 
along  the  optic  nerve  has  been  revived.  It  will  therefore 
be  interesting  to  examine  such  cases  as  we  have  collected 
in  which  the  optic  disc  was  the  first  or  the  chief  seat  of 
change. 

Many  cases  have  now  been  observed  where  inflamma- 
tion of  disc  or  retina  caused  almost,  if  not  quite,  the 
earliest  visible  change,  but  almost  without  exception  dis- 
ease of  vitreous,  iritis,  or  keratitis  punctata  has  been 
noticed  within  a  very  few  days.  In  some  of  these  papillitis 
has  also  been  the  last  symptom,  remaining  long  after  the 
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iritis,  &c.,  liave  passed  off.  These  plienomena  correspond 
precisely  with  what  is  not  uncommon  in  the  idiopathic, 
so-called  "  serous,^'  iritis  of  young-  people,  whilst  as  yet 
only  one  eye  is  affected  ;  here  no  disease  can  have  passed 
from  one  eye  to  the  other,  since  only  one  eye  is  diseased. 
We  think  therefore  that  some  further  evidence  of  trans- 
mission along  the  optic  nerve  in  sympathetic  disease  must 
be  produced  before  that  theory  can  be  accepted. 

But  there  are  some  cases,  called  "  sympathetic/'  in 
which  nothing  but  neuritis  or  neuro-retinitis  has  taken 
place,  and  it  is  of  great  importance  to  settle,  if  possible, 
how  far  their  sympathetic  nature  is  proved.  We  find  10 
such  cases,  but  of  these  we  exclude  4,  viz.  Nos.  74,  75, 
and  131  as  incomplete,  and  81  as  probably  intracranial 
tumour.  Six  remain,  but  they  differ  so  much  amongst 
themselves  that  we  should  hesitate  to  include  them  all 
under  one  title,  or  to  ascribe  them  all  to  the  influence 
of  the  other  eye  ;  they  are  as  follows  : 

Case  71. — Retinitis  with  some  haomorrhage,  followed 
some  months  later  by  severe  ordinary  sympathetic  inflam- 
mation. Compare  this  with  Case  183,  in  which  there  was 
neuro-retinitis,  which  led  to  the  suspicion  of  renal  disease, 
followed  in  three  weeks  by  destructive  irido-choroiditis. 
Although  renal  disease  is  mentioned  there  is  no  note  of 
the  urine  having  been  examined.  The  patient  was  a  man 
get.  21. 

Case  130. — Severe  papillo-retinitis  only  at  the  age  of  56, 
nearly  perfect  recovery,  no  mention  of  examination  of 
urine. 

Case  144,  in  which  moderate  papillo-retinitis  was  seen 
for  the  first  time  ten  months  after  injury  to  the  other  eye  ; 
sight  in  the  sympathiser,  which  was  very  bad,  had  failed 
fifteen  days  after  the  injury  ;  slow  improvement  ending  in 
recovery. 

Case  198. — A  man,  set.  30,  slight  but  decided  neuro- 
retinitis  in  right  with  V.  y^  ;  left,  old  wound,  old  irido- 
cyclitis, T.  — ,  no  p.  1.  ;  recovery  of  perfect  V.  in  R.  in 
two  or  three  weeks.      No  note  as  to  syphilis,  &c. 
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Case  110. — Brailey's  case,*  of  papillitis  rapidly  going 
into  partial  atrophy,  with  V.  improving  from  -q-q  to  ^^g- ; 
began  two  weeks  after  large  complicated  wound  of  other 
eye  ;  no  other  cause. 

Case  134. — Man,  set.  43.  Left,  wound  by  a  straw, 
followed  by  irido-choroiditis  and  blindness.  Right,  V. 
suddenly  failed  three  days  after  injury  to  left  ;  gradually 
became  blind  within  sis  months,  when  0.  D.  presented  hazy 
atrophy  with  diminished  arteries  and  engorged  veins.  No 
note  as  to  other  causes. 


Other  points  of  interest. 

Hyalitis  only  in  the  sympathising  eye.      Case  166. 
^    Ghoroiditis  disseminata  in  sympathising  eye.     Cases  163, 
178. 

Sympathetic  after  a  mere  perforating  ulcer.  Cases  155, 
168. 

Sympathetic  after  neurotomy.     Case  161  (Leber's  case). 

Neurotomy  after  the  onset  of  sympathetic.  Cases  188, 
189. 

Sympathetic  after  abscission,  an  artificial  eye  having 
been  worn.      Case  47. 

Sympathetic  caused  by  stump  of  eye  lost  fourteen  years 
before  from  suppuration  of  cornea,  glass  eye  having  been 
worn  over  it.      Case  183. 

Sympathetic  ?  caused  by  the  irritation  of  a  new  glass 
eye  fifteen  years  after  excision.      Case  199. 

Sympathetic  set  up  by  puckering  around  optic  nerve 
twelve  months  after  excision.      Case  191. 

Sympathiser  reacting  on  exciter.      Case  129. 

Sympathetic  relapsing  after  several  years  of  quiet. 
Cases  55,  71,  76,  77,  119,  128? 

Sympathetic  after  suppurative  panophthalmitis  (several 
cases). 

Conjunctivitis  loading.      Cases  166  and  48. 

*  Bruiloy,  '  Trans.  Ophth.  Soc.,'  iv,  p.  87. 
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Is  papillitis  coniTnoner  in  children  ? 

Collect  all  cases  in  which  sympathising  eye  has  been 
improved  by  late  operations.      Cases  20,  22,  38. 

Sympathetic  after  simple  needling  of  a  membrane  in 
which  the  exciting  eye  never  showed  a  trace  of  mischief, 
proves  that  it  is  not  necessary  to  have  obvious  disease  set 
up  by  the  needling  in  the  exciter,  of  the  same  kind  as  in 
the  sympathiser  (nor  indeed  of  any  kind)  ;  and  this 
answers  the  objection  to  certain  cases  of  very  long  interval 
in  which  also  there  was  no  evident  fresh  change  in  the 
exciter. 

Sympathetic  in  an  eye  from  which  cataract  had  been 
extracted.      Case  188. 

Sympathetic  in  an  eye  on  which  preliminary  iridectomy 
had  been  done.      Cases  52,  97,  188. 

Sympathetic  after  corneal  section.      Case  40. 

Influence  of  age  on  recovery  or  loss. 

Influence  of  age  on  liability  to  incidence  of  the  disease. 

(Signed) 

John  Couper. 
W.  A.  Brailey. 
W.  Adams  Frost. 
E.  Marcus  Gijnn. 
William  Lang. 
J.  B.  Lawford. 
E.  Nettleship, 

Secretary  to  the  Committee. 
March  10th,  1886. 
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The  following  circular  letter  was  sent  out  by  the  Committee 
on  Sympathetic  Optitlialmitis,  in  the  autumn  of  1883, 
about  130  copies  being  distributed. 

Dear  Sir, 

I  beg  to  inform  you  that  a  Committee*  has  been 
appointed  by  the  Council  to  report  to  this  Society  on  some  of 
the  undecided  points  in  the  Natural  History  and  Treatment  of 
Sympathetic  Inflammation  of  the  Eye. 

A  glance  at  the  contents  of  the  next  page  will  show  you  that 
the  value  of  this  Report  must  depend  mainly  on  the  quantity  of 
trustworthy  material  which  the  Committee  can  collect  and 
tabulate.  It  is  intended  to  make  use,  as  far  as  possible,  of 
published  cases ;  but  the  Committee  believe  that  they  must  rely 
to  a  still  greater  extent  upon  unpublished  cases  contributed  by 
those  to  whom  this  circular  is  sent.  The  Committee  therefore 
hope  that  you  may  be  willing  kindly  to  assist  them  by  sending 
records  of  such  of-  your  cases  as  bear  upon  any  or  all  of  the 
questions  raised. 

All  communications  will  be  used  for  the  purposes  of  the 
Report,  and  their  source  acknowledged  therein;  but  they  will 
be  considered  as  available  for  publication  by  their  authors 
through  any  channel,  either  before  or  after  they  have  been  sent 
to  the  Committee. 

The  Committee  will  be  glad  to  hear,  through  the  undersigned, 

*  Consisting  of  Mr.  Couper,  Dr.  Brailey,  Mr.  Marcus  Gunn,  Mr.  Adams 
Frost,  Mr.  Jennings  Milles,  and  Mr.  Nettleship,  with  power  to  add  to  their 
number.  The  names  of  Mr.  Lang  and  Mr.  Lawford  were  added  to  the  Com- 
mittee in  1885.  Mr.  Milles  left  London  for  Shanghai  soon  after  the  Com- 
mittee was  appointed. 
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at  your  convenience,  whether  they  may  hope  for  your  assistance 
in  the  manner  specified. 

I  am,  dear  Sir, 

Yours  truly, 

E.  Nettleship, 

6,  Wimpole  Street,  London,  W., 
Secretary  to  the  Committee. 

Inquiry  upon  Sympathetic  Ophthalmitis. 

The  Committee  being  engaged  in  the  collection  of  observations, 
rather  than  opinions,  desire  the  contribution  of  cases  which  bear, 
either  positively  or  negatively,  upon  any  or  all  of  the  following 
questions.  The  notes  may  be  as  short  as  the  necessary  complete- 
ness will  allow,  and  need  not  be  written  in  form  for  publication. 
The  work  of  the  Committee  will  be  assisted  if  contributors  will 
indicate  by  numbers  the  questions  to  which  each  case  supplies 
an  answer.  The  following  particulars  should  always  be  given  : — 
Age  and  sex ;  reference  to  note-book  and  name  of  contributor ; 
nature  and  seat  of  lesion  in  the  exciting  eye,  and  its  general 
condition.  As  cases  of  this  disease  often  pass  from  one  surgeon 
to  another  repetition  will  be  lessened  and  completeness  assisted 
if  the  patient's  name  be  given  in  full  whenever  convenient.  The 
total  number  of  cases  of  the  disease  observed  should  also  be  given 
if  possible. 

You  are  requested  to  observe  that  mere  sympathetic  irritation 
is  not  included  in  the  inquiry. 

Subjects  of  Inquiry: 

1.  When  sympathetic  inflammation  has  begun  does  excision  of 
the  exciting  eye  influence  its  progress  F 

2.  Can  any  operation  on  the  exciting  eye,  other  than  excision, 
influence  the  sympathetic  inflammation  after  it  has  begun  P 

3.  All  cases  are  desired  in  which  active  ti*eatment  of  any  kind 
appears  to  have  been  useful  to  the  sympathising  eye ;  and  all 
cases  in  which  the  disease  was  arrested  short  of  blindness. 

4.  Does  sympathetic  inflammation  ever  occur  without  a  per- 
forating lesion  of  the  exciting  eye  (accidental  or  operative 
wound,  rupture,  or  perforating  ulcer)  ? 
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6.  What  is  the  shortest  interval  between  the  lesion  of  the 
exciting  eye  and  the  earliest  appearances  of  sympathetic  inflam- 
mation {e.g.  keratitis  punctata,  opacities  in  the  vitreous,  papillo- 
retinitis, slight  synechise,  &c.)  ? 

6.  What  is  the  longest  interval  ?  In  these  cases  did  the 
exciting  eye  suffer  from  any  second  lesion,  or  from  a  recurrence 
of  active  symptoms,  shortly  before  the  sympathetic  disease 
began  ? 

7.  Have  you  observed  cases  in  which  the  length  of  the  interval 
seemed  to  have  any  influence  on  the  severity  of  the  attack? 

8.  All  cases  are  desired  in  which  the  disease  began  insidiously, 
neither  eye  having  presented  irritative  symptoms  ;  and  cases  in 
which,  although  the  exciting  eye  showed  active  symptoms,  the 
disease  began  quietly  in  the  sympathising  eye. 

9.  Have  you  any  cases  of  sympathetic  inflammation  setting  in 
after  excision  of  the  exciting  eye  ? 

10.  When  the  exciting  eye,  retaining  useful  sight,  is  not 
excised,  what  is  its  final  state  ? 

In  reply  to  the  circular  unpublished  cases  have  been 
sent  for  this  Report  by  the  following  gentlemen  : 

1  Case,  by  Mr.  Anderson  Critchett. 
40  Cases,       Mr.  Grunn. 

1  Case,         Mr.  Hartridge. 

7  Cases,       Mr.  Emrys  Jones  (Manchester). 
25  Cases,  '    Mr.  Lawford. 
12  Cases,       Dr.  Little  (Manchester). 

3  Cases,       Mr.  Lunn. 
23  Cases,       Mr.  Nettleship. 

9  Cases,       Dr.  Reid  (Glasgow). 

9  Cases,       Mr.  Shears  (for  the  Liverpool  Ophthalmic  Hos- 
pital) . 

5  Cases,       Mr.  Snell  (Sheffield). 

131  Cases,  of  which  about  80  have  been  used  for  this  Report, 
the  remainder  not  being  suitable. 
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List  of  Works  from  which  Gases  were  chosen. 

American  Journal  of  Ophthalmology  (Alt). 

Annales  d'Oculistique. 

Archiv  fiir  Opiithalmologie — Alb.  v.  Graefe's. 

Archives  of  Ophthalmology — Kuapp  and  Schweigger. 

Berlin,  klin.  Wochenschrift  (Colsmann). 

Boston  Medical  and  Surgical  Journal. 

British  Medical  Journal. 

Bulletins  de  la  Societe  Fran9.  d'Ophthal. 

Centralbl.  f.  prak.  Augenbeilk. — Hirshberg. 

Klin.  Monatsbl.  f.  Augenbeilk. — Zehender. 

The  Lancet. 

Laqueue,  Les  Affections  Sympathiques,  1869. 

Lawson,  Injuries  of  the  Eye. 

„       Monograph  on  Sympathetic  Ophthalmia. 
Ledofx,  These. 

Macjthneb,  Vertrage  aus  dem  Ges.  Augenhlk.,  i,  1881. 
Med.  Times  and  Gazette. 
MuLLEB,  Hugo,  Inaugural  Dissert.,  1873. 

„        Casuistik  der  Cyclitis. 
Ophthalmic  Hospital  Reports. 
Ophthalmic  Review  (new). — Priestley  Smith. 
Pagenstechee  and  Genth,  Atlas  ot  Pathological  Anatomy. 
Reclus,  Des  Ophtalmies  Sympathiques,  1  (and  various  authors  quoted  by 

him). 
Recueil  d'Ophtalmologie. 

RossANDEB,  Bidrag.  till  laran  om  Sympatiska  Oftalmierna,  1876. 
St.  George's  Hospital  Reports,  vol.  ix. 
Trans.  American  Ophthal.  Soc. 
Trans.  Clinical  Society  of  London. 
Trans.  Internat.  Med.  Congress,  1872  and  1880. 
Trans.  Ophthalmological  Soc. 
Weckbb  and  Landolt,  Traite  Complet,  t.  ii,  p.  332. 

Works  examined,  hut  from  ivhich  no  Gases  ivere  selected. 

Beemee,  Fall  von  Sympathetische  Entzundung,  1883. 

Chxjffaet,  Traitement  de  I'Ophtalmie  Sympathique,  1881. 

Deansaet,  L'Histoire  des  Affections  Sympathiques,  1873. 

Dublin  Quarterly  Journal. 

Fatjchaet,  Quatre  Cas  d'Ophtalmie  Sympathique,  1885. 

Gazette  Hebdcm.  de  Med.  et  Cliirurg.  (Verneuil). 

KsArsE,  Zwei  Falle  von  Fremdkorper  im  Auge,  1878. 

LiJDEEs,  Beitrag.  von  der  Symp.  Ophthal.,  1871. 

Mackenzie,  Treatise  on  Diseases  of  the  Eye,  4th  ed. 

MooBEN,  Sympathetische  Gesichtstorungen,  1869. 

Ophthalmic  Review  (old). — Zachariah  Laurence. 

Rondeau,  L'Ophtalmie  Sympathique,  1866. 

RosENBEXTGH,  Cascs  of  Sympathetic  Ophthalmia  and  Irritation,  1874. 

TAtTBNEB,  Casuistik  Sympathetische  Ophthalmie,  1878. 

Trans.  Path.  Soc.  of  London. 

Trans.  Med.  Soc.  of  London. 

Sabateeie,  L' Amputation  du  Segment  Anterieur  de  I'CEil,  1883. 

SCHNEiDEE,  Symp.  Erkrankungen  nach  Staar-operationen,  1879. 

TizoN,  I'Atrophie  de  I'CEil,  1878. 

Wild,  Ungewohnliche  Falle  von  Symp.  Ophthalmie,  1882. 


Table  of  the  Cases,  published  and  unpublished,  upon  tvhich 
the  foregoing  Report  is  founded. 


The  abbreviations  employed  in  the  following  Tables  are  those  published  in 
vol.  iv,  Appendix,  of  these  '  Transactions/  with  the  following  in  addition : 
S.O.       Sympathetic  Ophthalmitis. 
N.  Normal. 

l.P.        In-patient. 
O.P.       Out-patient. 

O.T.       Trans,  of  Ophthal.  Soc.  of  United  Kingdom. 
O.H.R.  Royal  Lond.  Ophthal.  Hosp.  Reports. 
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e  of  lesion  of  exciting  eye. 


e  and  seat  of  Igbiod.     Present  ' 

SBiit.n  10. 

;  eye,  retaimng  useful  sight, 


SynipHllusing  eye.    Interviil.    Character  of  attack. 


2.  Can  anv  operation  c 


tlusiug  eye;   and  all  < 
arrested  short  of  blindness. 


which  the  disease 


i.  Does  sympathetic  iullanimation  ever  occur  without 
a  perforaiiiig  lesion  of  the  exciting  eye  (accidental  or 
operative  wound,  rupture,  or  perforating  ulcer)? 


6.  What  is  the  flhorteal  interval? 


6.  What  is  the  longest  interval  ?  In  these  c 
exciting  eye  suffer  from  any  second  lesion,  or  rei 
if  active  symptoms,  before  sympathetic  disease 


hich  the  length  of  the  interval  seemed    \Q 
lence  on  seventy  of  tlie  attack. 


hich,  though  exciting  eye  showed  symptoms, 
disease  began  quietly  in  Bympattiising  eye. 


mpathetic  iullammatioa  setting  in  after 


1 

1.                                                 *••  ■' 

2.                                                                       M.    38. 

2 

L   Spontaneous  irido- choroiditis  leading  to  blindness 
and  shrinking  "many  veara  "  before  seen. 

When  seen  (?  date'ffit.  30.  T.  -  2 ;  had  been  again 
inflamed  for   16  months;    excised  for    sympathetic 
irritation  of  R.                                       -  ■  a           .  * 

Glass  eye  worn;   caused  increase  of  inflammato^- 
symptoms  in  R.  after  S.  0.  had  set  in. 

R.  Wound  of  ciliary  region  and  cornea  by  steel. 
Excised  6  weeks  later  for  sympathetic  irritation  of 

other.                                                                                I 

3 

R.  ■■Irritation"  for  some  time  before  excisiou  of  h.; 
this  disappeared  after  excision,      12   months   later 
iritis,  ker.  piuictata,  and  opacities  of  vitreous  without 
pain.    Now  aged  about  31-2. 

L.  Passed  into  mild  sympathetic  iiitis  (from  mere  irri- 
tation) apparently  after  excision  of  R. 

i 

5 

6 

Inunction,    quinine,    atropine,    and    duboisin ;    dark 
glasses.    Marked  improvement,  but  several  relapses. 
Artilicial  eye  discontinued  as  it  seemed  to  increase 
the  inHammatiou. 

Aug.,  18S6  (4  years  after  onset). — Can  only  read  large 
print;  media  misty,  and  fundus  congested;  eye  Btill 
red  and  irritable. 

Did  quite  well,  and  recovered  perfectly  under  atropine, 
leeches,  and  darkness.  Duration  of  attack  4  months. 
Ko  relapse. 

7 

No  proof  of  perlorHtiDii. 

8 

9 

10 

11 

12 

^^JJfs^on^*""  ''l*^'*^"'™'"^  "'"'"B  on  13  mm.tha  after 

Irritation  present  before  excision,  und  poBsed  into 
intts  after  it. 

13 

Mr.  Cant,  Case  1.     Unpubl. 

Mr.  Cant,  Case  3.    Unpubl. 

m 
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1 

3.                                                             M.    About  44. 

4.                                                                       M.     15. 

2 

R.  Chip  of  brass  embedded  deeply  close  to  edge  of 
cornen.    Removed  2  days  later.    Severe  inflammation 
of  cornea  and  iris  followed  with  much  pain.    Soon 
yielded  to  treatment  and  eye  got  well. 

L.  Large  wound  of  cornea,  iris,  and  lens,  by  ginger- 
beer  cork,  July  16th,  1883. 

July  18th. — Lens  and  iris  removed.  Did  well  and 
patient  discharged. 

Aug.  19th. — Irritable  and  painful. 

Aug.  2olh. — K.xci8ed.    Discharged  as  usual. 

3 

L.  "Irritation"  1  week  after  removal  of  chip-(say  9 
days  .ifter  injury).     A  few    days    later  iritis    with 
synechiie  and  ker.   punctata,  media  turbid;    ciliary 
congestion. 

R.  Aug.   19th   (when   L.  irritation   relapsed). — N.  in 
every  way,  and  kept  so  up  to  and  for  4  days  after 
e.xcision  (i.e.  tiU  Aug.  29th),  then  got  pain  and  photo- 
phobia. 

Sept.  1st  (6  days  from  cvcision,  6  weeks  from  acci- 
dent;.—Mild  iritis,  pigment  on  caps.,  V.  g,  H.  m.  1  D. 

4 

5 

6 

Atropine,  darkness,  leeches.     Attack  subsided    gra- 
dually, and  in  3  months  "  eye  strong  and  V.  good." 
No  later  note  of  V. 

Did  well,  but  had  a  relapse. 
July,  1884  (nearly  a   year  after  onset). — Eye  n.  in 
every  way,  V.  |,  and  fundus  n. 

7 

Injury  not  strictly  perforating,  but  there  was  a  deep 
wound. 

8 

I  week  or  scarcely  more. 

9 

LO 

Very  short  interval.    Mild  attack. 

LI 

L2 

Sympathetic  iritis,  mild  but  characteristic,  set  in  4  days 
after  excision.    No  preceding  irritation. 

L3 

Mr.  Cant,  Case  3.    Unpubl.    ?  Other  causes. 

1 

Dr.  Emrys  Jones,  Case  4.    Unpubl. 
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1 

5.                                                                          V.    12. 

6.                                                                    M.    18. 

2 

L.  Ruptured  by  shuttle,  Feb.  3nd,  1884. 
Feb.  7th.— Admitted.    Iridectomy  performed. 
Feb.  13th.— Excised. 
Feb.  20th.— Discharged. 

R.  Wound  at  sclero-corneal  region  by  nail  with  dis- 
placement of  p. 
5  weeks  later  (May  24th,  1884)  exudation  in  vitreous. 
May  26th.— Excised. 

3 

R.  N.  iu  every  way  at  date  of  discharge  from  ward 
(Feb.  20tli,  1884).     Remained  well  2  weeks,  then  got 
red  aod  cloudy  (3  weeks  after  excision). 

Mar.  22nd  (5  weeks  after  excision,  7  weeks  after 
accident,   3    weeks    after   onset).  — Ker.    punctata, 
sluggish  p.,  and  vitreous  opacities.    V.  ^. 

L.  N.  at  time  of  excision.  May  26th. 
May  28th. — Iritis,  ker.  punctata,  and  vitreous  opa- 
cities. 

4 

5 

6 

Serious  case.    Last  note  on  May  17th  (2  months  after 
onset) :  iris  vascular  and  bulging,  cornea  and  \'itreous 
as  before. 
June,  1886.— V.  -  ^%,  20  J.,  letters  ;  "  eye  quiet." 

Local  treatment  only. 
Favourable  progress  for  2  months.     Last  note  July 
18th,  quiet,  V.  =  10  f  J  ?). 
Aug.  13th,  1884.— V.  =  16  (J.  ?) ;  complete  posterior 
synech.,  lymph  in  pupil. 

7 

8 

9 

10 

11 

12 

No  symptoms  at  all  till  3  weeks  after  excision  {exact 
number  of  days  tiot  given). 

L.  N.  at  date  of  excision  of  R.    Well-marked  iritis 
"  serosa"  2  days  after  operation. 

1 

13 

Dr.  Emrys  Jones,  Case  5.    Unpubl.                                 |  Dr.  Emrys  Jones,  Case  6.    Uupubl. 
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1 

7.                                                            M.    4  months. 

8.                                                                    M.    10. 

2 

R.  Lost  probably  by  perforatina;  ulcer  at  set.  4  months. 
Seen    Mar.    31st,    1883,  at.    21.      Eye    hard   aud 
shrivelled. 

Apr.  5th. — Kxcision  advised. 
Apr.  12tli. — E.\cision  done. 

R.  Wound  of  sclero-eorneal  part  with  prolapse  of  iris 
by  knife  9  weeks  before  admission  on  June  30th,  1883. 
Lens  not  wounded.  Now  slightly  congested.  No  iritis 
apparent.  T.  n.  V.  a.  .\nt.  synechia  and  prolapse. 
Redness  only  came  on  1  week  ago. 

Large  iridectoiny  on  eacli  side  of  wound.    Did  well. 

Aug.  24th.— Quiet.    V.  ^. 

Eeb.,  1886. — No  tenderness  or  redness.    V.  =  ^. 

3 

L.  Mar.  31st,  1883.— SliKht  injection  and  photophoV)ia. 
V.  and  p.  n. ;  0.  D.  congested,  but  "  no  marked  neu- 
ritis." 

Apr.  5th. — V.  iOj  decided  neuritis  commencing. 

Apr.  15th.— V.  better,  =  fg. 

Apr.  18th. — Kerato-iritis  set  in. 

L.  Some  dimness  about  1  week  before  admission. 
June  30th,  18*53  (9  weeks  after  injury). — Ker.  punctata 
and  iritis,  slight  haze  of  0.  D.,  V.  ^. 

4 

No  obvious  effect. 

5 

Iridectomy  9  weeks  after  accident  (and  a  day  or  two 
after  onset  in  L.),  at  seat  of  wound  seemed  to  quiet 
eye.    Atropine  and  darkness  used  at  same  time. 

Atropine   and   darkness,    and   iridectomy    to   exciter. 
Did  well  and  discharged  7  weeks  after  admission  (8 
weeks  after  onset)  with  V.  -^  and  cornea  quite  clear. 
Papiilo-retinitis  had  become  much  more  marked  for  a 
time,  after  cornea  cleared;  but  it  was  subsiding  when 
discharged. 
Feb.,  1886.— V.  | ;  p.  active ;  eye  quiet. 

6 

Atropine,  grey  powder,  and  conium. 

Kerato-iritis  increased,  and  at  the  end  nf  6  weeks 
V.  =  only  shadows.     In  about  6  montlis  (Xov.,  1883) 
improvement  began,  aud  in  10  months   (Feb.,  1884) 
V.  =  fa  and  1  J. 

The  case  had   all   the    characters    of   well-marked 
sympathetic  inflammation  (Mr.  Critchett). 

7 

8 

9 

21  years. 

10 

11 

! 

Quiet  onset  in  sympathetic  eye  coinciding  with  slight 
irritative  symptoms,  beginning  in  exciter. 

12 

' 

13 

Mr.  A.  Critchett.     Unpubl. 
There  were  no  signs  of  hereditary  syphilis. 

1 

Mr.  Hartridge.    Unpubl. 
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1 

9.                                                                 M.    20—25. 

10.                                                                       F.    15. 

2 

R.  Gunsliot  wound  more  than  20  years  before  admis- 
sion.    Much  pain  for  some  weeks.     Since  then  blind. 
Seen  on  Sept.  9th,  1879,  eet.  45.    No  p.  1.    Excised. 

L.  Perforating  wound  by  umbrella  rib. 

Seen   Sept.  29th,  1879,  8  years  afterwards,  set.  23, 
congestion,  T.  -  2,  bare  p.  1.,  cornea  clear. 

Seems  to  have  come  for  this  eye  rather  than  other. 
Excised  Oct.  1st. 

3 

L.  Muscfe  but  no  pain,  18  months  before  admission. 

Pain,  inflammation,  and  rapid  failure  of  V.  6  months 
before  admission. 

Sept.  9th,  1879. — Severe  old  plastic  vascular  iritis, 
T.  -  ?,  total  post,  synechia,  &e.    V.  16  J. 

R.  No  symptoms  till  two  years  before  admission  (=  6 
years  after  injury).     Then  inftamed  and  has  had  several 
attacks  since,  the  last  9  months  before  admission. 
Sept.  29th,  1879. — Old  post,  synechise  numerous  with 
membrane  in  pupil;   small  corneal  opacity;   T.  n. ; 
V.  12  J.  at  5' . 

4 

Excised  2  years  after  onset  of  S.  0. 

5 

6 

Only  under  notice  a  few  days. 
Sept.  18th.— v.,  as  on  admission,  =  j=j?u  and  16  J. 

Little  or  no  active  mischief  at  time  of  admission. 

Discharged  in  a  few  days.     V.  same,  or  rather  better. 

7 

8 

9 

More   than   20  years.     Apparently   no   recurrence   of 
symptoms  in  exciter. 

6  yeai-s.     Eye  aeems  to  lia\'«  been  lial)le  to  congestion, 
at  least  it  was  red  on  admission. 

10 

Very  long  internal.    Severe  characteristic  attack. 

Very  long  interval .    Moderate  attacks,  not  causing  deep 
damage. 

11 

12 

13 

Gunn.    Case  38.    Unpubl. 

Gunn.    Case  40.    Unimbl. 
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1 

11.                                                                       F.     53. 

12.                                       M.    -13.    (Robt.  H.  S— .) 

2 

L.  Cataract  extraction,  August,  1878.  Needled  in  Nov., 
twice,  and  in  January,  1879.     After  the  last  needling;, 
a  good  deal  of  injection  and  irritation  with  T.  ?  + 

March  10th,  1879.— jEt.  54,  quiet. 

July  31st,  1879.— V.  |a  and  1  J.  corrected.     Eye  still 
weak. 

L.  Always  defective.  Went  blind  and  shrank  without 
pain  in "1871,  set.  43. 

Seen  May  12tli,  1879,  set.  51. — Shrunken,  squared. 

May  13th. — Excised  for  iritis  in  R.,  setting  in  about 
8  years  after  blindness  of  L. 

3 

R.  Seems  to  have  been  irritable  after  last  needling  of 
L.  (Jan.,  1879). 

March  20th,  1879  (1  year  after  extraction,  2  months 
after  last  needling.)— Ker.  punctata  and  much  conges- 
tion, and  some  pain.    T.  4-1,  a.  c.  deep. 

R.  Glaucoma  in   April,  1871  (notes  seen)  -.   got  well 
without  operation  V.  =  |2.     Remained  well  till   1 
week  before  seen  (=  May  itli,  1870),  when  inflamma- 
tion and  pain. 
May  12th,  1879. — Iritis  with  congestion  and  pigmen- 
tation on  lens,  0.   D.  ghmcoina  cupped,  my.  1-25  D., 
v.  =  |a^  X.  n.     No  note  of  ker.  punct. 

4 

L.  Excised  1  week  after  onset  in  R.    Good  result. 

5 

6 

Bad  lirogress.    By  end  of  July  (-i  months  from  onset) 
T.-)-l,  central  onyx,  ciliiary  bulging ;  severe  pain. 
Excised.    Iridectomy  had  been  done  late. 

Soon  well  under  use  of  atropine  and  duboisin. 
June  2nd,   1879. — Discharged  well;    my.     5   D.  |. 
Circle  of  uvea  on  lens. 

7 

No  proof  of  perforation,  but  details  wanting. 

8 

9 

About  7  years.    No  symptoms  in  exciter  lately. 

10 

Very  long  interval.    Acute  short  attack;  recovery. 

11 

12 

13 

Gunn,  Case  32.    Unpublished.     S.  0.   after  cataract 
extraction . 

Other  causes  not  excluded.    Course  of  iritis  not  like 
sympathetic  iritis.    Gunn,  Case  33.    Unpublished. 
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1 

13.                                                 M.    56.    (Wm.  S— .) 

14.                                                                       F.    30. 

2 

R.  Blow  by  candlestick ;  blind  ever  since.    4  months 
before  seen,  blow  by  piece  of  coal. 

Seen  Jan.   17tli,  1879.— 5  years  after  first  injury; 
Eet.   61.    Large   central  perforating  ulcer  of  cornea 
with  lymph  behind  cornea.    T.  —  t,  no  p.  L 

Jan.    18th.— Excision.       Plastic    irido-cyclitis    and 
shrunken  cataract. 

R    Lost  by  blow  about  1874.    Excised  2  months  after. 

No  details. 

3 

L.  Became  inflamed,  painful,  and  dim  6  montlis  before 
seen  (=  2  months  before  secoud  injury,  if  he  is  to  be 
trusted)  =  4-^  years  after  finst  injury. 
Jan.  17th,  18^9.— Severe  plastic  iritis  T.  +1.    Cen- 
tral haze  of  cornea. 

L.  Quite  good  till  3  weeks  after  injury  of  R.,  when 

dimness  and  severe  pain. 

R.  excised  aliout  5  weeks  later.     Seen  5  years  later, 
March,  1879,  set.  35. 

4 

No.    Not  excised  till  6  months  after  onset  in  sympa- 
thetie  eye. 

No ;  but  not  excised  for  several  weeks  after  onset. 

5 

6 

Unfavourable  course.    Atropine,  mercury,  and  leeclies. 
Discharged  If  mouths  after  admission  (about  10  months 
after  onset)  with  bare  p.  1. 

Disease  went  to  blindness.     -5  years  later  T.  still  +  2, 
and  had  still  subjective  sensations  of  colours. 

7 

No  proof  of  perforation  by  first  injury,  but  it  is  pro- 
bable. 

8 

3  weeks. 

9 

44  years,  if  his  date  assigned  for  secoud  injury  was 
correct. 

10 

Very  long  interval.    (?)  Destructive  attack. 

Short  interval.    I'atal  attack. 

11 

12 

13 

Gunn,  Case  29.    Unpublished. 

Gunn,  Case  SI.    Unpublished. 
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1 

15.                                                                     M.    48. 

16.                                                                     M.     62. 

2 

L.  Injured  by  piece  of  wood,  March,  1878.     Almost 
quiet  till  a  blow  by  elbow  in  May,  3  weeks  before 
admission. 

June  5th,  1878. — Bare  p.  1. ;  painful  since  blow. 

Excised  on  admission. 

L.  Extraction  of  unripe  cataract,  Feb.  33rd,  1876  (else- 
wkere) ;  inflammation  followed. 
June  1st,  1876.— Seen.     Shrunk  and  blind.   Excised. 

3 

R.  Irritation  symptoms  whenever  L.  was  sore.    For  2 
«  eeks  before  admission  appears  to  have  been  worse. 
June  5lli,   1878.^Iritis  beginning,  congestion  worse 
below.    V.  0  —  ^o  D.  =  1  nearly. 

R,  Inflamed  and  painful  9  days  before  excision  of  L., 
3  mouths  alter  operation  on  L.,  i.  e.  about  May  20tli, 
1876. 

June  1st,  1876.— Upward  iridectomy.  Did  well  and 
soon  discharged.     1  week  later  severe  pnin. 

Sept.  7th,  1876.— Readmitted  for  recurrence  of  S.  0. 
(below). 

4 

R.  Improved  quickly  after. 

No. 

5 

6 

Excision  of  exciter;    atropine;    darkness;  mercury  to 
slight  salivation. 

July  5th. — Quiet;    circle  of  pigmentation  on  lens. 
V.  s  partly,  H.  m.,  '5  D.  {sic).    X.  V  -.     Slight  papil- 
litis.    No  later  note. 

Sept.  7th,  1876 —Readmitted.  T.  +  1,  iritis,  cataract, 
curette  extraction  of  lens  and  some  capsule  removed 
by  forceps.     Discharged  with  T.  —  1. 

Soon  after,  simple  scissors  incision  of  membrane. 
Did  well. 

April,  1877.— V.  ^%  and  6  J.,  corrected. 

May,  1884. — Can  work  on  farm,  go  to  market,  &c. 

7 

8 

9 

Whole  interval  moderate.    But  disease  seems  to  have 
been  excited  by  second  injury. 

10 

11 

12 

13 

Recorded  as  illustrating  effect  of  second  injury.  Gunn, 
Case  26.     Unpublished. 

Gunn,  Case  28.    Unpublished. 
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1 

17.                                                                    F.    16. 

18.                                                                         F.    6. 

2 

E.  Lost  by  wound  with  stoue. 
Seea    Aug.,  1877.     Much   shrunken   and   squared. 
Excised.    Now  set.  48. 

R.  Lost  by  knife  wound.    Excised  here  11  years  later 
(set.  17)  (notes  cannot  be  found)  (1875). 

3 

L.  No  symptoms  till  18  months  before  admission. 
Seen  Aug.  7th,  1877-    Ulceration  at  inner  and  outer 
margins  of  cornea,  and  iritis  with  many  synechise. 

L.  Pain  and  dimness  2  months  after  accident ;    for  a 
time  "  could  not  see."     Since  then  attacks  of  pain  and 
dimness  at  times,  less  often  after  excision  of  R. 

Seen  Jan.  4th,  1878(3  years  after  excision).     Now 
ifit.  20.     Now  has  had  iieural|;ic  pain  in  L.  head  and 
eye  3  weeks.     Ker.  punctata  and  old  post,  syuecliiae. 
T.  ?+.     Fingers  at  2'.     Small  coloboma  from  iridec- 
tomy done  3  weeks  after  excision  of  R. 

4 

5 

6 

Aug.  18th,  1877.— Iridectomy.    Did  well.    Lens  found 
to  have  central  opacity. 
Apr.,   1885.— Has   had  some  attacks  of  pain  in  L. 
head  and  eye.     Eye  quiet ;    cataract  not  more  ad- 
vanced.   Myopia  about  3  D.    V.  /„  ;  reads  6  J. 

Iridectomy  done  in  1875.    Remained  in  about  3  weeks 
(till  Jan.  23rd),  when  she  got  measles  and  was  sent 
out.    Afterwards  returned  to  her  native  country,  Ice- 
land. 
March,  1884. — Writes  that  has  had  bad  neuralgia  in 
eye  again  all  the  winter. 

At  one  time  had   erythropsia  when  in-patient  in 
Jan.,  1878. 

7 

8 

9 

32  years.    No  recurrence  of  symptoms  in  exciter. 

10 

Very  long  interval.    Short  attack. 

11 

12 

13 

No  note  as  to  rheumatism,  syphilis,  or  granular  lids. 
Tlie  iritis  did  not  behave  like  sympathetic  ii'itis. 
Gunn,  Case  2-1..    Unpubl. 

Case  of  ordinary  sympathetic  0.  under  observation 
14  years  after  onset. 
Guuu,  Case  25.     Unpubl. 
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1 

19.                           M.    (18  in  1873,  or  14  Pin  1869.) 

20.                                                                         Y.    7. 

2 

L.  Blow  by  broom-handle ;  no  details;  this  was  August, 
1873,  excised  October  7tli,  1873,  with  peiieral  ciliary 
staphyloma,  opacity  in  vitreous  and  old  iritis.     No 
note  then  of  siimptums  in  It. 
Iridectomy  had  been  done,  twice  in  18fi9,  and  appa- 
rently for  corneal  staphyloma  and  iritis,  eve  having 
been  weak  since  measles  in  childhood.     Quiet   till 
broom-handle  blow  iu  1873. 

L.  Iridodesis  for  lamellar  cataract,  set.  7  (on  April  24th, 
1874).    Eve  remained  inflamed. 
June,  1878.— Old  severe  iritis,  T.  ?  -H.    V.  =  p.  1.  f 

3 

R.  Inflamed  (?  ulc.  cornea)  3  years  after  iridectomy  on 
L.  =  in  1873,  a  year  before  broom-liandle  blow. 

Soon  after  broom-handle  blow  again  got  painful  and 
inflamed,  presumably  before  excision,  though  no  note 

Apr.,  1877.— 8  years  after  iridectomy  to  L.  and  4  y 
after  1st  attack  and  4  i/ears  aftepitid  attack)  T.-  1  ;  c 
cornea,  and  central  nebulic.    Improved  L.  V.  =  fg  on  M 

Feb.,  1878.— T.  f— ;  iris  not  vascular;  eye  quiet.    V. 

R.  Seen  June  20th,  1878,  4  years  after  operation  on  L. 
No  history.     Severe  old  iritis  with  peripheral  bulgings. 

if  any  symptoms  in  it  when  L.  was  excised. 

^ars  after  brooni-handh-  blow  and  after  excision  (5  years 

ironic  plastic  and  vascular  iritis,  marginal  opacities  of 

av  12th  (3  weeks). 

|g ;— -75  D.  f  g ;  some  cupping  of  0.  D. 

4 

Not  excised. 

5 

6 

Only  local  treatment,  and  was  not  kept  in  long  at  a 
time. 

June  20th,  1878.— Iridectomy  on  R. 
Nov. — Lens  extracted. 

June,  1884. — Some  opacity  in  drawn-up  pupil,  but  V. 
as  good  as  could  be  expected  (i%"g  and  12  J.) 

7 

L.'  Two  iridectomies  had  been  done  4  years  before  the 
blow,  which  seems  to  have  been  credited  with  exciting 
the  disease.    Eye  first  inflamed  3  years  after  iridec- 
tomies. 

8 

9 

3  years  or  4  years,  if  iridectomies  be  taken  as  cause. 
Fresh  inflammatory  attack  when  eye  received  blow. 

10 

11 

12 

13 

Gunn,  Case  21.    Unpublished.     It  is   impossible  to 
unravel  this  case. 

Gunn,  Case  22.    Unpublished. 
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1 

21.                                                                    M.    7. 

22.                                                                      M.    45. 

2 

R.  Wouud  by  tip-cat  at  edge  of  cornea.     Seen  4  weeks 
later  (Jau.  31st,  1878).     Fing:ers  at  2'.     Went  into 
chronic  plastic  and  vascular  iritis,  and  became  blind 
in  a  few  weeks. 

L.  Lost  by  a  blow  for  tlie  result  of  which  some  opera- 
tion was'done  at  Moorfields.    All  this  about  10  years 
before  admission  on  May  12th,  1870,  when  eye  was 
shrunken. 
May  19tli,  1870.— E.xcised,  detached  choroid,  &c. 

3 

L.  Dimness  of  V.  began  1  week  before  admission  =  3 
weeks  after  injury. 

Jan.  31st,  1878.— Severe  congestion.    Fingers  at  2'. 
No  actual  iritis. 

R.  Foggy  and  muscse  1  week  before  May  12th,  1870, 
when  he  was  again  seen.     There  was  then  iritis  with 
synechiie,  V.  |g,  fundus  hazed,  but  n. 

4 

Not  excised. 

5 

6 

Unfavourable  course.     Iritis  came  on,  and  p.  got  oc- 
cluded  and  excluded.      Attacks  of  pain   and   much 
photiipliobia.     Atropine,  mercury  by  mouth  and  skin. 
In  5  weeks  was  much  worse  than  on  admission.     No 
later  note. 

June  22nd,  1878.— Readmitted.     Apparently  a  relapse 
(iris   velvety),  but  no  note  of  congestion;    cataract, 
T.  n.  ?  +,  p."  excluded,  fingers  at  4^'. 

June  24th. — Iridectomy   and  inunction.    Did  well, 
and  iris  got  to  look  better.     V.  8J. 

May,  1884.— Eye  quiet  and  healthy  looking,  but  lens 
more  opaque.    V.  14  J. 

7 

8 

3  weeks. 

9 

About  10  years.      No  note  of   active  symptoms  in 
exciter. 

10 

Sliort  interval.    Acute  severe  attack. 

Very  long  interval.    Mild  attack. 

11 

12 

13 

Gunu,  0.  H.  R.,  xi,  Case  19. 

Gunn,   0.   11.   R.,  xi,  Case  20.     Were  other  causes 
excluded  ? 

I 
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1 

23.                                                              r.    4. 

24.                                                                      ¥,     Child. 

2 

L.  Punctured  wound  of  ciliary  sclerotic  close  to  cornea 
by  lork  26  days  before  adn)ission. 

Fork  passed  throusli  lid  before  reacliini;  eye. 

Seen  Dec.  19tli,  1877.    No  pain  since  day  after  wound. 
Ant.  synechia  to  wound.    Excised. 

L.  Blinded  by  inflammation  afternieasles  in  childhood  ; 
17  montlis  before  admission;  got  very  painful  for  first 
time. 

Jan.   Uth,   1878.— Seen.    Cornea  nebulous,  it   and 
ciliary  region  bulging.    T.  +  2  ;  p.  small ;  lens  hazy  ; 
bare  p.  1.    Congestion.    Excised.     Now  set.  28. 

3 

E.  Pain  began  21  days  after  accident,  5  days  before 
admission. 
Dec.  19th,  1877.— Seen.    Congested  and  well-marked 
iritis. 

K.  Got  dim  17  montlis  ago,  when  inflammation  began 
in  L. 

Jan.  14th,  1878.— Iritis  and  ker.  punctata:   V.  U 
H.m.lD. 

4 

Sympathising  eye  improved  after. 

No. 

5 

6 

Atropine,  darkness,  excision  of  exciter. 

Jan.  9th,  1878.— Discliarged.   Quiet  with  well-dilated 
p.  (barely  1  month  from  onset). 

Mar.,  188-1. — Still  painful  and  watery  at  times  and 
right  socket  sometimes  pains.     Some  opacities  have 
formed  near  centre  of  cornea.    T.  n.  ;  old  lymph  in 
p. ;  p.  dilatable.     V.  16  J.  badly. 

Discharged  after  2  weeks'  treatment. 

Readmitted  in  4  months,  worse ;  iris  bulged ;  bare 
p.  1.,  T.  n.,  ?  —  ;  severe  pain. 

Salivation,  and  later  large  iridectomy  and  partial 
evacuation  of  lens  no  good. 

Oct.,  1878.— Bare  p.  !.,  T.  -  , 

Mar.,  1884.— No  p.  1.,  T.  n.     Cornea  opaque. 

7 

No  proof  of  perforation  either  during  life  or  on  exami- 
nation (by  Dr.  Brailey)  after  removal.     Absence  of 
ant.  synechia  proved. 

8 

3  weeks. 

9 

20  to  25  years.     Attack  of  inflammation  in  exciter  17 
months  before  admission,  about  which  time  symp.  0. 
began.     Exciter  had  till  then  been  quiet. 

10 

Short  interval;  moderate,  prolonged  attack. 

Very  long  interval.     Fatal  attack  subacute. 

11 

12 

13 

Gunn,  0.  H.  R.,  xi.  Case  13. 

Gunn,  0.  H.  R.,  xi.  Case  15.    (Martha  C— ). 
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25.                                                                   M,    16. 

26.                                                                       F.     52. 

2 

i.  AVoiind  by  nard  mortar  near  sclero-corneal  junction 
with  aut.  synechia  6  mouths  after. 

Seen  Nov.  25th,  1876.— Ker.  punctata,  T.  n.     Fingers 
at  4'. 

Dec.  7th.— V.  fingers  at  9'. 

¥eb.,  1878  (21  nioutlis  after  injury). — Fingers  at  7'. 

Has  lately  had  iridectomy  done.    T.  n.;  scar  ratlier 
bulging. 

L.  Large  wound  of  cornea  by  l)urstiiig  bottle. 
Excised  6  weeks  later  (Sept.  24th,  1869)  in  a  state  of 
panophtlialmitis. 
Sept.  28th.— Discharged. 
Oct.  5th.— Readmitted  for  S.  0.  in  R. 

3 

j 

L.  Dimness   began   3   months  ago  or  3  months  after 

wound  of  II. 
Nov.  2otb,  1876. — Abundant  ker.  punctata.    Fingers  at 

15".     Much  old  lymph  in  p. 

R.  Well  at  time  of  excision  ot  L.  on  Sept.  24lh,  1869. 
Oct.  5ih,— Readmitted.    Iritis;  T.  n.;   slight  pain; 
V.  very  dim. 

Oct.  leth. — Discliarged  better. 
Nov.,  1870. — Readmitted.    ?.  occluded ;  bare  p.  1. ; 
T. +  1. 

4 

5 

6 

Mercury  vapour  bath,  iodide,  atropine. 

Dec.  7th. — Slight  improvement.  Discliarged.  lingers 
at  6'. 

Feb.,  1878  (18  mouths  from  onset).— T.  ?  +  ;  much 
old  lymph  in  p.     Fingers  at  5'. 

At  third  admission  (Nov.,  1870)  iridectomy  outwards. 
Improvement.    T.  became  n. 

May,  1873.— Fingers  at  14".  T.  ?  n.  Capsule  and 
lens  removed. 

Feb.,  1878.— P.  again  blocked;  T.  ?  -;  bare  p.  1. 
Still  irritable. 

7 

8 

9 

10 

11 

No  pain  in  either,  and  congestion  not  mentioned. 

12 

Began  some  days  after  excision;  11  days  after  excision 
iritis  was  well  marked.     Was  well  at  time  of  excision. 

13 

Guun,  0.  H.  II.,  xi,  Case  10. 

Gunn,  0.  H.  R.,  xi,  Case  12. 

TABLE  OP  CASES. 


^17 


1 

27.                                                                 M.    62. 

28.                                                                     M.     11. 

2 

L.  Cataract  extracted  with  iridectomy,  March,   1877. 
Severe  iritis  and  opacity  of  wouud.    Iris  afterwards 
drawn  up  by  thick  nienibrane. 

May  31st,  1877.— Puncture  of  membrane  by  broad 
needle,  giving  good  black  hole. 

June  2iid. —  V.  not  improved. 

June  11th. — Discharged. 

Sept.  28lh.— V.  =  2(lJ.  barelv. 

May  29th,  1878.— T.  n.    Iridectomy  down-in. 

June.— V. -AOg  aud  16J. 

R.  Wound  of  cornea  and  sclerotic  by  sharp  piece  of  tin 
middle  of  Dec,  1876.     No  pain  since. 

Feb.  26th,  1877  (2  mouths). — Seen.  No  note  except  as 
to  scar.     Ant.  syncch.  not  mentioned. 

Apr.  19th. — V.  20  J. ;  membrane  in  p. ;  opacity  in 
lens  behind  iris. 

May  21st. — V.  16  J.;"  still  "slight  ciliary  congestion. 

June  11th. — V.  Jjfcr  and  i  J.     August:  same. 

Jan.,  1878  (13  months).- Quiet,  T.  n.,  opacity  in  lens 
as  before.    V.  2  J.  slowly. 

3 

R.  Pain  and  redness  began   shortly   after  discharge 
from  ward  on  June  Utli,  1877  (  =  2— '5  weeks   after 
needle  operation  and  3  months  after  extraction). 
June  28th.— Readmitted.    Severe  acute  iritis,  T.  n. 

L.  Dimness  aud  pain  began  4  days  before  admission  on 
Feb.  26th,  1877  (  =  5  weeks  after  accident). 

Feb.  26th,  1877. — Ciliary  congestion  below,  and  cor- 
responding haze  of  cornea.     No  synechia. 

4 

Not  excised. 

Not  excised. 

5 

6 

Mercurial  inunction,  leeches,  quinine,   atropine,  &c., 
trom  June  28lh  to  Sept.  28th,  1877.    Attacks  of  severe 
neuralgic  pain  in  K.  head  at  times. 

Iridectomy  attempted  on  Sept.  17th,  but  pain  worse 
alter. 

Eye  excised  Sept.  28th,  1877. 

Atropine,  leeches,  darkness,  quinine.     No  synechise 
formed,  but  Uescemet's  membrane  became  covered  by 
dots,  and  eye  was  slowly  lost,  and  iris  late  in  life 
became  swollen. 
Ciliary  cougustion  aud  bulgiug,  with  neuralgic  pains 
still  present  a  year  after  onset  (Jan.,  1878). 

7 

8 

Betweeeu  2  and  3  weeks  from  the  needle  incision,  but 
3  months  from  extraction. 

9 

If  extraction  count  as  the  cause  then  the  needling 
would  count  as  a  recurrence  of  irritation. 

10 

11 

L.  (exciter)  seems  to  have  been  quiet  all  through,  but 
notes  of  it  scanty. 

12 

1 

13 

Gunn,  0.  H.  R.,  .\i,  Case  8. 

Gunn,  0.  H.  R.,  xi,  Case  9. 
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1 

29.                                                              M.     lufaucy. 

30.                                                                      M.     58. 

2 

L.  Lost  by  ulceration  of  cornea  soon  after  birth  (pro- 
bably opli.  neonat.). 
Seeii  June  13th,  1877,  set.  .39.    Old  corneal  perforation 
and  ant.  synechia,  T.  n.,  bare  p.  1.    Excised. 

L.  Rupture  of  sclerotic  by  cow's  horn,  seen  3   weeks 
after  (March  13th,  1877)." 

Lens  dislocated  beneath  conjunctiva   up-iu  -,    blood 
ill  a.  c,  iris  detached,  &c. 

March  30th.— Severe  pain. 

April  3rd.— Excised  for  S.  0.  in  R. 

3 

R.  Aluscw  for  some  months  before  admission.    On  June 
IStli,  1877   (Kt.   39),  inflamed  1   week.     Xow  iritis 
"  of  about  8  days'  duration,"  with  synechia  and  deep 
a.  c. 

R.  Cungesiiou  and  dimuess  bejian  3  weeks  after  admis- 
sion, 6  weeks  after  injury  (April  2nd,  1877). 
April  3rd. — Post,  synechia,  redness,  no  pain. 

4 

No. 

Improvement  afterwards.     Excised  1  day  after  sym- 
ptoms began  in  sympathetic  eye. 

5 

6 

Mercurial  inunction,  atropine,  darkness,  &c. 

July  18tli  (1  month  after  admission,  .5  weeks  after 
onset). — Quiet,  with  V.fi;,  no  synechia. 

Sept.  14rth. — Readmitted  ;  irritable,  with  evening  dim- 
ness, no  iritis,  V.|a  partly,  H.m.  1  D. 

Feb.  27th,  1878.— Looks  worse;  ker.  punctata ;  at- 
tacks of    dimness ;   media    hazy ;    deep    congestion. 
V.  still  |§  partly.    No  later  note. 

Excision  of  exciter,  atropine.     No  other  note. 

April  27th  {3i  weeks  after  onset). — Quiet,  synechire 
have  gone. 

I'eb.,   1878  (10  months   from  onset). — StUl  chronic 
iritis,  synecliife  have   reformed,  still  redness,  occa- 
sionally" severe  neuralgic   pain,  V.   a§  and  6  J.,  H. 
1-25  D. 

7 

Subconjunctival  rupture  of  sclerotic ;   no  evidence  of 
perforation  of  conjunctiva. 

8 

6  weeks. 

9 

39  years.     No  note  of  any  recent  symptoms  iu  e.'cciter. 

10 

Very  long  iuterval.     Mild  lingering  attacks  still  going 
onat  last  note. 

Rather  short  interval ;    prolonged  progressive  attack, 
not  severe,  but  end  not  known. 

11 

Exciter  seems  to  have  been  quiet. 

12 

13 

Gunn,  0.  H.  R.,  xi.  Case  4. 

Gunn,  0.  H.  R.,  xi,  Case  6. 
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1 

31.                                                                       F.    36. 

32.                                                                    M.    19*. 

2 

L.  "  Injured  "  by  a  cane.     Seen  9  years  after  (jet.  45) ; 
eye  soft  and  shrunken,  witli  shrunken  cataract.    No 
other  details.    June  5tli,  1883. 

R.  Wound  by  piece  of  iron  (=  size  of  a  nut).    Blind  in 
2  weeks,  but  quiet  till  11  weeks  before  admission, 
when  redness  and  pain  came  on  (=  Feb.  3rd,  1877). 
Small  vascular  leucoma,  p.  area  opaque,  small  scleral 
staphyloma. 

Feb.  3rd,   1877 — Excised;  no  foreign  bodv.     Now 
set.  23. 

3 

R.  Became  affected  7  years  after  injury  {i  years  ago). 
For  first  6  niontlis  could  see  to  do  housework. 
Seen  June  -otli,  1883.— Severe  iritis  with  ker.  punc- 
tata aud  lymph  in  a.  c.     V.  =  20  J.  letters. 

L.  No  symptoms  till  2  weeks  before  admission  (=  9 
weeks  after  fresh  symptoms  in  R.,  and  3*  years  after 
injury).     The  first  symptom  =  uneasiness,  then  dim- 
ness and  much  pain. 
Feb.  3rd,  1877. — Severe  iritis. 

4 

Not  excised. 

No  effect. 

5 

6 

Last  note,  July  27tli,  1883  (only  7  weeks  after  first 
seen),  "  R.  T.  —  ,  some  pain." 

Progressed  to  blindness  in  spite  of  mercurial  inunction 
to  slight  salivation  and  art.  leeches ;  iridectomy  for 
+  T.  and  pain  10  days  after  adiiiissiou.     Iridectomy 
wound  afterwards  liuiged  and  pain  returned. 

7 

Nothing  stated  as  to  perforation  or  rupture ;  no  men- 
tion of  scar  or  puckering. 

8 

9 

7  years  ;  but  notes  do  not  exclude  second  injury,  relapse 
of  irritation,  &c. 

34  years.    Recurrence  of  pain  and  redness  in  exciter 
9  weeks  before  onset  in  sympathiser. 

10 

Very  long  interval.     Severe  attack. 

Very  long  interval.    Fatal  attack. 

11 

12 

- 

13 

Possibly  idiopathic  chronic  iritis. 
Lawford,  Case  31.    Unpubl.    (Mr.  Hulke). 

Guun,  0.  H.  &.,  xi,  Case  2. 
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33.                                                                       F.    20. 

34.                                                                      M.    43. 

2 

R.  Large  •wound   of  cornea,  iris,   and  lens  by  glass. 
Irideclomv.     Discliarged  quiet,  Dec.  6tli,  1880. 
Dec.  17tii.— Excised  for  S.  0.  in  L.    Then,  T.  -, 
lens  opaque,  anterior  synechia  of  iris  and  lens  capsule; 
good  p.  1. 

R.  Failed    without    pain.     After  nearly  19  years  it 
became  painful  and  tender  f=  Easter,  1881). 
Aug.  14th,  1881. — Seen.     Shrunken  and  paialess  (no 
oilier  details).    Excised  for  S.  0.  in  L.,  set.  61. 

3 

L.  Symptoms  began  Dec.  10th  =  47  days  after  injury. 
Readmitted  13tli.     Moderately  severe  attack. 

L.  Began  to  fail  soon  after  inflammatory  attack  m  R. 
(=  Spring,  1881). 
Aug.  14th,  1881.— Mild  iritis   (synechife)   and   ker. 
punct.,  T.  n.,  V.  =  fingers  at  2'.     Slow  improvement. 

4 

Apparently  none. 

L.  Had  been  steadily  failing  until  excision  of  R. 
Steadily  improved  after. 

5 

G 

Mercury  to  salivation,  iodide,  atropine,  darknes»,  blis- 
ters.    E.vcision  of  e.xciting   eye  1  week   after  onset 
(Dec.  17th). 

16  months  later.— V.  16  J.  badly.     There  were  cor- 
neal nebulse  before  the  attack. 

Atropine.  Excision  of  exciting  eye.  Steady  improve- 
ment. 3  months  after  excision  (6 — 7th  after  onset) 
V.  had  gone  up  from  fingers  at  2'  (at  date  of  excision) 
tofgand  10  J. 

7 

No  record  in  Curator's  book  of  this  eye.  Perforation 
therefore  not  excluded. 

8 

9 

19  years.  A  definite  recurrence,  possibly  a  perforating 
ulcer,  preceded  onset. 

10 

11 

12 

13 

Lawford,  Case  1.     Unpublished. 

Lawford,  Case  4,    Unpublished. 
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1 

85.     This  case  ia  the  same  as   105.     The   accounts 
supplement  each  other.                                    F.     10. 

36.                                                                       F.    65. 

2 

R.  Wound  of  cornea  and  lens  with  prolapse  of  iris  bv 
scissors,  Nov.  13th,  1881. 

56  days  later  (Jan.  8th). — Ciliary  congestion,  anterior 
synechia,  ker.  punctata,  leus  opaque. 

Lens  afterwards  absorbed  and  V.  «  as  fairly  good  at 
last  note,  March  20th,  1882  (127  days  after  injury). 

R.  Extraction  of  cataract  with  iridectomy,  March  2nd, 
1882.    Prolapse  of  end  of  iris.    Severe  iritis  and  globe 
shrank  and  remained  bloodshot. 

3 

L.  Jan.  8th,  1882  (56  days). — Ker.  punct.,  media  hazy, 
commencing  neuritis.    Did  well. 

L.  Symptomatic  plastic  iritis  began  quite  qtiietly  with 
dimness  45  days  after  extraction  in  R. 
9  days  after  onset. — V.  =  fingers,  T.  n.,  lymph  in  ji. 

4 

Not  excised. 

Not  excised. 

5 

6 

Atropine  and  bandagte,  &c.,  only.     Mild  attack  except 
as  to  papillitis,  which  became  worse,  though  without 
failure  ol  V.     At  lasl  note  (Marcii  20th),  2^  months 
Ironi   onset,  no  iritis,  and  no  aots  on  cornea ;  well- 
marked  ueurilis  and  "  lym|)h  on  some  vessels  near 
0.  D.  ;■'  T.  u.     V.  with  glasses  (March  loth,  1882), 

:V5cyl.}tgPanly- 

Iridotomy  (?)  3  months  after  onset;  no  result.     Final 
state  not  noted. 

7 

8 

9 

0 

1 

Began  quietly  in  sympathetic  eye. 

2 

"" 

3 

Lawford,  Cases.    Also  published  by  Frost,  Opli.  Trans., 
iii,  73. 

Lawford,    Case    8.       Unpublished.       "A    rheumatic 
subject." 
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37.                                                                  M.    U. 

38.                                                                    M.    7. 

2 

B,.  "  Injured  "  by  blow  by  stick  ;  blind  ever  since.    No 
pain  for  nearly  20  years  (=  May,  1881). 

Sept.  2ud,  1881.— Seen.    Iris  bulged ;  globe  squared  ; 
T.  +  1. 

Sept.  .3rd.— Iridectomy  attempted. 

Sept.  24th.— Excised.    T.  -  2;  total  detacbraent  of 
retina. 

Oct.  1st.— Left  hospital.     L.  then  liad  V.  fg  c  -  7  D. 

Oct.  8th.— Readmitted  with  acute  iritis  in  L. 

R.  July,  1879. — Wound  of  cornea  and  prolapse  of  iris, 
which  was  cut  off.    I.  P.  10  davs. 

April,  1880.— V.  18  J.     (L.  fg). 

Nov.  19th,  1881.— V.  shadows.  T.  -  1 ;  p.  di-awn 
down. 

Dec,  1884. — Fresh  attack  of  acute  inflammation ; 
T.  -1-  1;  excised. 

3 

L.  Sympathetic  irritation  for  many  weeks  before  ad- 
mission (July  and  Aug.,  1881) ;  but  no  signs  of  organic 
disease  and  "no  note  of  severe  symptoms  at  date  of 
iridectomy  (Sept.  3rd). 
1  month  after  iridectomy  and  10  days  after  excision 
(=  Oct.  4th)  pain  began  ;  'and  on  Oct!  8th  acute  iritis. 

L.  Jan.,  1881  (18  months  after  injury).— Began  to  be 
painful. 
Nov.  19th,  1881  (2^  years  after  injury).— Iritis;  V. 
|§;  no  dots  on  cornea,  but  they  came  soon  after. 

4 

R.  excised  several  years  after  outbreak  of  sympathetic 
disease. 

5 

6 

L.  Mercury,  &c     After  some  months,  iris  being  bulged 
and  p.  excluded,  iridectomy  dune  downwards.     Colo- 
boma  closed,  and  at  last  note  (July,  1882)  9  months 
after    onset,   operation    scar  bulging,  and  V.   only 
shadows  and  eye  still  painful ;  virtually  lost. 

Treatment  not  noted. 

Disease  chronic  and  severe,  and  by  Jan.  23rd,  1882 
(15  months  or  more  from  onset),  iris  was  thick,  lymph 
in  p.,  &c.     V.  =  fingers. 

Dec,  1884.— Conjiestiou  ;  T.  -i-  1 ;  V.  =  19  J. 

Oct.,  188.5.- T.  -Hi;  V.  =  hand  reflex  only.  Irido- 
tomy  and  lens  removed ;  good  p.  obtained  and  V. 
raised  to  16  J.  with  -1-  16  D.  A  few  montlis  later,  V. 
19  J. 

7 

The  iridectomy    ("  attempted  iridectomy  ")  was  pro- 
bably  the   cause ;    the   eye  having  been   previously 
damaged.  No  proof  in  Curator's  account  of  perforating 
injury  before  the  iridectomy. 

8 

1  mouth,  if  we  take  the  iridectomy. 

9 

20  years,  if  we  take  the  original  injiu'y.    Eye  had  been 
troublesome  and  sympathetic  irritation  had  occui'red 
some  months  before  iridectomy. 

18  months  to  2  years. 
No  evidence  of  recurrence  of  symptoms. 

10 

Fatal  attack. 

Long  interval.    Severe  chronic  attack. 

11 

12 

Svmpatlietic  inflammation  began  10  days  after  excision, 
i  month  after  iridectomy,  20  years  after  injury. 

13 

?  S.   0.    without    perforation;    S.   0.   after  excision. 
Lawford,  Case  9.    Unpublished. 

Lawford,  Case  14.     Unpubl. 
See  Gunn,  p.  292  of  present  volume. 
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1 

39.                                                                        M.    9. 

40.                                                                     M.     51. 

2 

L.  Wound  of  cornea  and  lens,  with  prolapse. 
Jan.   23rd,   1880. — .\Jmitted,   1   week  after   injury. 
Prolapse  cut  off.     T.  — .     Much  congestion. 
Feb.  •27tli. — E.xcised.    Sympathetic  irritation  of  R, 

L.  Corneal  section  for  onyx. 

Discliarged  .\ug.  28th,  1879,  with  large  prolapse  of 
iris,  congfbtion,  and  V.  =  p.  1. 

Sept.  2Dtli— 26th,  1879.— Readmitted  for  irritation  of 
R.     L.  painful  and  soft.    Kxcised. 

3 

R.  Irritation  at  date  of  excision  of  L.  (Feb.  27lh,  1880). 
Mar.  5th. — Discharged  "quite  quiet,"  V.  |g. 
Four  wei'ks  later  "  weak  and  bloodshot,"  but  im- 
proved as  0.  P. 
May  7th  (2  months  after  excision). — Severe  iritis; 
redness  and  photophobia;  ?  ker.  punctata. 

R.  Sept.  25tli,  1879.— For  9  days  "  watery  and  dim," 
but  now  V.  ii.  Km.,  and  I  J.  c."  -(-2D.    Cornea  n. 

Oct.  8th.— T.  full. 

Oct.  11th. — Post,  synechia  forming  (15  days  after 
excision). 

4 

5 

6 

May  7th,  1880. — Readmitted.     Grey  powder,  atropine, 
and  counter-irritation. 

June  2nd. — T.    +.     Haze  of  lower  cornea.     Much 
iritis.     Letters  of  10  J. 

June  26th. — Discharged.    No  later  note. 

Treatment  not  noted  till  sclerotomy  on  Mar.  5th,  1880, 
for  -I-  T.  and  bulging  iris. 

Mar.  18th,  1880  (5  months  after  onset).— No  relief  of 
T. ;  V.  =  fingers  at  5".     Probably  lost. 

7 

8 

9 

10 

11 

12 

Interval  of  at  least  a  month  before  any  symptoms  at 
all  were  noticed,  and  then  they  were  so  slight  that 
he  was  not  taken  in .    Decided  symptoms  not  diagnosed 
till  2  months  after  excision. 

The  symptoms  at  and  before  admission  seem  without 
doubt  to  have  been  irritation  only.   But  there  is  no  note 
of  their  ceasing  for  a  time  after  excision,  and  the  case 
cannot  therefore  with  certainty  be  put  down  as  having 
begun  after  excision. 

13 

Lawson,  0.  H.  R.,  x,  -1. 

Lawford,  No.  16.    Unpubl.     (Mr.  Lawson). 
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1 

41.                                                                          M.     U. 

42.                                                                         Y.    3. 

2 

L.  "  Injured  "  by  knife.    No  pain  since. 

Seen  4  mouths  after  (March  9th,  1880),  counts  fingers 
at  9" ;  no  other  note.    Excised. 

L.  Injured  (no  details),  became  inflamed  and  in  a  month 
"  burst;"  no  pain  since. 

Dec.  28th,  1880.— Seen,  at.  20, 17  years  after  injury. 
A  shrunken  stump. 

3 

R.  Never  at  all  painful.     Got  "  dim  "  .3  months  after 
injury  of  L.  and  1  month  before  admission  on  March 
9th,  1880.    Quiet  iritis  with  excluded  p.,  V.  (-  4  D.) 
|g  partly,  reads  1  J. 

B,.  V.  good  till  fet.  9  (6  years) ;    then  very    gradual 
failure  with  redness  of  eye,  but  symptoms  so  slight 
that  patient  did  not  speak  of  dimness  or  anything 
until  questioned.     Has  been  stationary  for  last  9  or 
10  years  (see  below). 

4 

Excised  when  seen  10  years  after  sympathetic  attack. 

5 

6 

Only  kept  in  a  few  days  and  no  note  of  state  later  than 
April  2nd,  18S0,  when  it  was  unaltered. 

Apparently  early  spontaneous  arrest  of  a  quiet  plastic 
iritis. 
P.  C.     Dec.  28th,  1880.— No  congestion;  streaks  in 
cornea ;  a.  c.  shallow  ;  post,  synechiae  and  lymph  in  p.; 
V.  1  J.  at  6";  less  than  -5%%,  not  improved. 

7 

8 

9 

6  years.    No  recurrence  of  active  irritation  seems  to 
have  taken  place. 

10 

Very  long  interval.    Mild  attack. 

11 

Quite  insidious  in  sympathiser.    Exciter  also  seems  to 
have  given  no  trouble. 

Both  exciter  and  sympathiser  seem  to  have  been  free 
from  anything  like  severe  symptoms. 

12 

13 

Lawford,  Case  22.    Unpubl.    (Mr.  Couper). 

Lawford,  Case  24.     Unpubl.     (Mr.  Couper). 
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I.    22. 


L.  Wound  of  ciliary  region  by  iron  hook.     6  weeks 
later  (March   20th,    1«83)  severe   iritis.     Puncture 
seen  above.    V.  fa  and  1  J. 
May  28th,  1884.— Still  red  and  irritable  ;  ?  still  sees. 


R.  Ruptured  by  fall  on  piece  of  iron,  Nov.,  1868.  Seen 
6  weeks  later ;  eye  irritable,  shrunken,  and  puckered. 
E.xcised. 


R.  Sympathetic  inflammation  began  5  weeks  after 
injury.  Seen  1  week  later  (March  20tli,  1883).  Acute 
iritis  with  synechise,  T.  u.,  V.  |§. 


Not  excised. 


L.  Shght  subacute  iritis  6  weeks  after  accident  (pre- 
sent at  date  of  excision).  V.  n.  Repeated  relapses, 
each  more  severe  than  previous  one,  for  C  months 
(tillJuue,  1869).    V.  then  14  J.    (See  below.) 


Darkness,  rest,  atropine.    Ker.  punctata  appeared  soon 
after  admission. 
May  28th,  1884  (14  months  from  onset).— "  Fairly 
quiet,"  but  V.  not  noted.     (Context  seems  to  show 
that  V.  was  still  pretty  good  in  both.) 


Early  attacks  treated  successfully  by  atropine. 

June,  18C9.— Worse  attack  than  any;  not  cured  by 
atropine.  Iridectomy.  After  this  steady  and  luiin- 
terrnpted  improvement. 

Nov.— V.  1  J. 

April,  1871.— V.  |a  and  1  J. 

8  years  later  eye  remains  good. 


11 


12 


13 


Rather  short  interval.    Long,  mild,  curable  attack. 


Lawford,  Case  28.    Unpubl.    (Mr.  Tay.) 


VOL.    VI. 


Dr.  Little  (2).    Unpubl.     Iridectomy  in  acute 
Success. 


15 
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45. 


L.  Cut  by  glass.  Healed  and  remained  quiet  for  7 
years.  Tlien  inflamed  slightly  and  was  seen  (Jan., 
1883)  with  ciliary  scar  and  incarcerated,  stretched  iris, 
well-marked  ker.  punctata,  vascular  congestion.  T.  u., 
v.  =  18  J.  This  was  5  weeks  after  inflammation 
began. 


R.  Began  4  weeks  ago  (t.  e.  1  week  after  L.)  according 
to  patient.  Keratitis  punctata  with  iritic  adhesions  ; 
no  neuritis.     V.  ,"- and  10  J..    T.  n.     No  congestion. 


L.  Iridectomy  upwards  (=  not  at  seat  of  scar)  a  few 
days  after  seen  (6  weeks  after  onset).    Quiet  in  a  few 
we'eks. 
No  later  notes. 


R.  Became  quiet  in  a  few  weeks. 
No  later  notes. 


7  years  ;  then  attack  of  "  serous  "  iritis  in  "  exciting  " 
eye,  followed  in  a  few  days  by  same  in  other  eye. 
Both  soon  well. 


Very  long  interval.    Mild  attack. 


Almost  quiet  in  each. 


F.    26. 


L.  Nov.  29th,  1883.— Rupture  by  blow  from  shuttle ; 
eye  collapsed. 
Dec.  21st,  1883.— Excised. 
Jan.  3rd,  1884.— Discharged. 


R.  Seemed  u.  at  date  of  discharge,  12  days  after  exci- 
sion, but  no  oph.  examination  was  made. 


Atropine  and  exclusion  of  light.    Case  was  still  fresh 
when  reported ;  seemed  likely  to  be  a  mild  case. 


65   davs  after  injurv  (53   days  after  excision)  patient 
first  noticed  R.  "  weak  and  dim  "  (=  t'eb.  12th,  1884). 
Feb.  15th. — Seen.    Very  slight  congestion;  distinct  ker.  punctata;   p.  active,  and  dilates  well  to  atropine, 
but  leaves  circle  of  pigment  on  lens  capsule.    V.  .a  e— 6D.=i%;  reads  1  J. 


Dr.  Little  (3).  Unpublished.  This  may  have  been  a 
case  of  idiopathic  double  serous  iritis  in  a  person  who 
had  liad  one  eye  wounded. 


Dr.  Little.    Case  4.    Unpublished. 
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47. 


M.    28. 


(?  Which  eye.)    Sept.,  1871. — Abscission  for  dense  leu- 
coma.    Began  artificial  eye  2  months  later. 


Other  eye.  Quite  suuml  at  date  of  abscission.  4 — 5 
months  later  (about  2^  mouths  after  beginning  to 
wear  artificial  eye,  Feb.  29th,  1872),  seen ;  iritis, 
ker.  puuct.,  opacities  in  vitreous.  Very  little  conges- 
tion.    V.  dim  for  a  week  past. 


F.     45.     (Jane  Curran.) 


L.  Ruptured  by  blow,  Jan.  15th,  1884,  and  excised  same 
day. 


R.  Appeared  healtliy  al  dale  of  excision,  b  days  later 
(Jan.  20th)  sligJit  muco-purulent  conjunctivitis,  but  p. 
clear  and  active  to  light. 

Jan.  23rd.— Cliomosis.    ?.  sluggish  and  acting  only 
moderately  to  atropine. 

Jan.  24th. — Distinct  iritis  with  lymph  in  iris  and  p., 
and  severe  congestion  with  pain.     Conjunctival  discbarge  nearly  stopped. 

Jan.  25tli.— Iritis  worse  :  atropine  has  very  little  effect ;  no  ker.  punctata  could  be  made  out.     After  this  iritis 
began  to  recede  and  by  Feb.  2nth  eye  was  practically  "ell  and  p.  wide.     V.  not  damaged  and  fundus  normal. 


Stump  not  excised. 


Removal  of  artificial  eye :  atronine,  e.xclusion  of  light, 
mercurial  inunction,  iodide,  &c.  4 — 5  months  after 
onset  (June)  V.  fg ;  vitreous  clear,  still  synechise. 
2  mouths  later  (6 — 7  months  from  onset)  eye  re- 
mained quiet  and  V.  same ;  was  partially  at  work 
again. 


Acute  short  attack  ;  complete  recovery.  Conjunctival 
complication  (patient  probably  Irish,  see  name)  but  ? 
was  she  married. 


5  days.     Iritis  coming  on  after  immediate  excision. 


Sharp  short  attack.     Interval  very  short. 


See  above. 


3.  0. 
eye. 


after   abscission,  excited  by  wearing  artificial 
Dr.  Little,  Case  5.    Unpublished. 


Sympathetic  iritis  5  days  after  immediate  excision  for 
injury.     Conjunctivitis  leading.     No  history  or   evi- 
dence of  svnechia,  and  no  other  apparent  cause. 
Dr.  Little,  Case  7.     Unpnblislied. 
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49. 


F.     56. 


L.  Upward  linear  extraction  of  cataract,  Sept.,  1883. 
Purulent  iritis  leadint;  to  shrinking  of  eye  and  puck- 
ering of  wound.  Stump  remained  tender. 
Nov.  22nd  (6 — 8  weeks  after  operation). — E.\cised 
for  commencing  sympathetic  o.  in  L.  Stump  still 
tender  and  irritable. 


M.    3. 


L.  Damaged  by  fall  on  pavement.     Seen  8  years  after 
(July,  1882)  with  the  whole  cornea  opaque  and  staphy- 
lomatous,  but  no  irritation.     Excised. 
No  note  as  to  evidence  of  wound-scar. 


R.  Nov.  22nd,  1883  (6—8  weeks  after  operation).— 
Ker.  punctata,  and  slight  iritis,  and  slight  congestion, 
but  great  photophobia.  Eye  had  been  "weak  "  for  a 
fortnight.    It  was  cataractous  before. 


R.  No  symptoms  till  5 — 6  weeks  before  excision  when 
a:t.  11."    Then  (July,  1882)  iritis  with  ker.  punctata 
and  slight  ciliary  congestion  (below);  fundus  reflex 
dull  (no  statement  as  to  vitreous).    V.  =  18  J . 
Favoui'able  progress. 


Sympathetic  eye  made  good  progress  afterwards. 


Progress  good  afterwards. 


Atropine,  rest,  darkness,  and  e.xcision  of  exciting  stump. 
2  months  after  onset  eye  quiet  and  healthy,  but  some 
synecliiaj;  good  p.  1. 


No  details  given  beyond  excision   of  L.   and  use  of 
atropine. 

Steady  improvement.  10  months  after  excision 
(about  12  months  from  onset)  quiet,  with  a  little 
lymph  on  lens-capsule  and  V.  =  2  J.  slowly. 


Dr.  Little,  Case  8,    Unpubl. 


No  proof  of  perforation  or  rupture,  but  it  is  most 
probable. 


8  years.  Exciting  eye  quite  quiet  when  first  seen  a  few 
weeks  after  onset  of  slight  symptoms  in  sympathetic 
eye ;  context  makes  previous  irritation  unlikely. 


Very  long  interval.    Mild  attack. 


Apparently  no  symptoms  in  exciting  eye,  and  very 
slight,  if  any,  irritative  symptoms  in  sympathetic  eye. 


Dr.  Little,  Case  11.     Unpubl. 
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1 

51.                                                                      M.    11. 

52.                                                                       F.    78. 

2 

L.  Injured  (no  details).    Excised  for  symp.  o.  {intenal 
not  given). 
4^ 'years  afterwards  (iet.  16)  seen  (March,  1882). 

R.  Cataract   extracted   April    Uth,    1883,    prrlniiinary 
iridectomy  havinjj  been  done  at  least  6  months  before. 
Iritis,  prolapse  of  iris,  which  was  cut  off  2  weeks  after 
extracliou.     Eye  then  shrank,  but  remained  painful. 
E.\cised  June  6th,  7  weeks  after  extraction,  4  weeks 
after  onset  of  S.  0. 

3 

R.  Seen  H  years  after  accident.    Quiet  with  old  iritis 
(closed  p.)  and  opaque  lens ;  p.  1.  good ;  T.  n. ;  cornea 
n.  (March,  1882). 

L.  (on  which   preliminary  iridectomy   had    Decn   done 
6  months  before)  iritis   and  ker.  punctata   noted  on 
May  5th  and  6th,  IhbS,  just  3  weeks  after  extraction 
of  R.     Hypopyon  formed. 

4 

R.  Excision  not  allowed  till  1  month  after  onset  in  L. 
(June  6th) ;  rapid  temporary  improvement  of  R.  after. 

5 

6 

March,  1883.— Large   downward   iridectomy  and  re- 
moval of  len><  with  loss  of  some  vitreous. 
4  mouths  later  reads  16  J.  with  +  i;  p.  clear  and 
large ;  fundus  not  reported. 

Atropine  and  hot  fomentations.    Einal  result  not  given. 
Temporary  improvement,  but  remained  liable  to  at- 
tacks of  iritis  and  pain  with  T.  4-  2. 

7 

8 

3  weeks  after  extraction,  6  months  after  iridectomy. 

9 

10 

Very  short  interval;  severe,  probably  fatal,  attack. 

11 

12 

13 

Dr.  Little,  Case  12.    Lnpubl. 

Mr.  Lunn,  Case  2.    Unpubl. 
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1 

53.                                                                        F.    4-2. 

54.                                                              M.    Now  56. 

2 

R.  Lost  by  spontaueous  iuflmiimation,  set.  37.    More 
or  less  paiu  for  next  .5  years ;  then  (aet.  42)  an  opera- 
tion performed  at  Mancliester ;  could  read  "No.  14" 
at  that  time,  but  operation  followed  by  severe  pain  and 
shrinking. 

June,  1876  (jet.  4").— Much  shrunken,  cornea  semi- 
opaque,  never  troublesome. 

R.  Defective  from  childhood  from  smallpox.  Mt.  44, 
went  blind  after  several  months'  inflammation.  Ex- 
cision advised  at  Moorfields. 

Mt.  45. — Inflamed  again,  and  has  remained  irritable 
since. 

JEl.  56,  Sept.,  1876.  —  Leucoma;  opaque  chalky- 
looking  lens,  T.  ?-h,no  p.  1.  Excised.  Post,  staph. 
Detachment  of  hyaloid,  pigmentation  of  retina,  &c. 

3 

L.  Could  read  "No.  1"  at  date  of  operation  on   R. 
3  weeks  after  operation  inflamed,  and  gradually  went 
blind  without  pain. 

June,  1876  (5  years  after  onset). — Somewhat  shrunk, 
doubtful  p.  1.,  still  liable  to  pain. 

L.  Good  till  occun-ence  of  first  inflammation  of  R., 
which  caused  its  blindness  (set.  44).  During  that 
attack  L.  inflamed. 

JEt.  45. — Inflammation  again  during  second  attack 
in  R.,  but  V.  not  much  damaged  for  ne.xt  10  years. 

Ml.  55.— Rapid  failure  in  3  months  (below)." 

4 

No. 

5 

6 

Only  excision  of  R. 

When   seen,   set.   56   (Sept.,  1876),  3  months  after 
recent  rapid  failure  had  set  in.    Old  iritis,  some  deep 
opacity  of  lens,  and  detachment   of  lower  part  of 
retina,  T.  n.     Fingers  at  1'.     Refraction  could  not  be 
taken. 

7 

No  note  on  tliis  subject.    Probably  no  perforation,  but 
corneal  ulcer.    Ant.  synechia  not  mentioned. 

8 

3  weeks,  counting  from  operation.    No  previous  injury. 

9 

The  S.  0.  (if  it  were  such)  came  on  during  spontaneous 
relapses  of  inflammation  in  the  exciter.    No  "  in- 
to commencement  of  ulceration  in  childhood. 

terval "  in  ordinary  sense,  unless  we  date  back  40  year 

10 

11 

12 

13 

Statements  by  patient  only,  as  to  previous  occurrences, 
but  slie  gave  a  very  clear  account.  E.  N.,  Case  1, 
S.  L.  0.  n. 

Doubtful  wlicther  S.  0.,  or  degenerative  or  inflamma- 
tory clianges  in  myopic  eye.     No  notes  as  to  whetlier 
he  had  been  myopic.     E.N.,  Case  2,  S.  L.  0.  H. 
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1 

65.                                                                      M.    24. 

56.                                                                      M.     69. 

2 

R.  Wound  by  chip  of  steel,  set.  24-. 

Seen    16    years    later    (set.    40),    May  19th,    1877. 
Shi'unkeu,  puckered,  feels  bony.    Never  gives  trouble. 
Excised.     Large  cup  of  bone,  large  colloid  bodies  on 
choroid. 

R.  Sclerotomy  for  chronic  advancing  glaucoma. 

Jan.  23rd,  1880. — Prolapse  and  bulging  occurred. 
Bulging  pricked  Jan.  29th,  and  attempted  removal  of 
iris  from  it  Mar.  25th. 

May  21st.— Congest,  and  irrit.    T.  +  1. 

July  9th.— Excised ;  still  irrit.;  V.  18  J. 

3 

L.  Good  till  14  years  after  injury,  then  (set.  38)  inflamed 
for  a  time 

Again  inilamed  4  days  before  admission  (set.  40). 

May  19tli,  1877. —  Ciliarv  congestion,  post,  synechia, 
transverse  band  of  rougli  (old)  haze  on  cornea,  and 
"  some  dots  of  deposit." 

L.  Threatened  with  glaucoma  throughout. 
July,  1878  (2  days  before  excision  of  R.),  definite 
iritis,  two  adhesions  and  pigment  dots  on  lens. 

4 

Sympathetic  eye  quieted  after.    Excision  for  relapse 
14  years  after  onset. 

Immediate  relief. 

5 

6 

No  active  treatment.     The  attack  was  only  a  slight 
recurrence. 
May   28th. — Now  quiet  and  no  congestion,   cornea 
clearer.    No  disease  of  vitreous  or  fundus  made  out. 
V.  not  noted,  but  probably  not  very  bad. 

Mercurv  and  darkness  and  blisters.    No  atropine  unless 
just  at' first.     Eserine  added  day  after  excision.    Iritis 
mnde  no  lurther  progress.     Eye  has  since  been  kept 
constantly  under  eserine  for  5  years  and  keeps  good 
(1  J.),  though  it  lias  often  had  rainbows. 

7 

8 

9 

14  years.     Exciter  particularly  noted   to    be    never 
troublesome. 

10 

11 

12 

"■ 

13 

No  rheuniHtism ;  syphilis  not  noted,  but  almost  cer- 
tainly asked  for.    The  transverse  corneal  opacity  is 
unlike  ordinary  forms  of  iritis,  thoxigh  sometimes  seen 
in  rheumatic  and  gouty  cases.  E.  N.,  Case  .3,  S.  L.  0.  H. 

There  seems  no  reason  to  doubt  that  this  was  incipient 
sympathetic  iritis,  though  there  is  no  proof.    E.  N., 
Case  5,  St.  Thos.  Hosp.    Unpubl. 
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L.  Wound  of  cornea,  iris,  and  lens  liy  flint  cliip  whicli  L.  May  4th,  1883. — Rupture  of  sclerotic  by  fist  blow 

fell  out  in  an  liour.     5^  years  later,  iridectomy  (not  Fate  of  lens  uncertain. 

at  seat  of  wound),  by  Mr.  Liebreicli.     9  yeai's  later         May  26tli   (22    days). — Admitted;   grey   opacity  in 

(cet.  56),  May  17th,  1881. — Second  iridectomy  (down-  vitreous.     Lens  cannot  be  seen;  iris  absent  at  rupture, 

out  not  at  wound),  followed  by  2  iridotomies  (lens  being  V.  =  shadows.    E.xcised.    Eye  examined  ;  lens  absent; 

absent)  in  ne.xt  3  weeks.        "  no  detachment  ofretina;  vitreous  healthy  (to  naked  eye). 

June  16th.— V.  +  18  D.  =  16  J.  badly;  doubtfuUy 
better  than  before. 

Jan.,  1886. — Dr.  Lush  writes  that  V.  of  this  eye  improved  considerably  after  patient  returned  home  and  has 
remained  in  same  state  ever  since 


fi.  Gut  "  misty  "  on  May  19th  (lo  days). 

May  26th  (22  days). — Severe  plastic  iritis.  V.  shadows, 
not  fingers. 


K.  Mhv  otli,  1»81. — Mt.  56.     Severe  iritis  with  lynipli 
in  a.  c.  and  p.    T.  +  1.     V.  shadows,  not  fingers  at  6". 

May  16th. — Large  dots  behind  cornea. 

Mav  23rd. — Excised  (for  pain) ;  no  microscopical  ex- 
amination. There  had  been  many  little  attacks  in  which  he  saw  a  "  blue  ball  "  before  this  eye  lasting  1 — 2 
weeks.  He  described  some  "  inflanimation  "  of  eye  in  tliese  attacks,  but  V.  got  perfect  between  times.  The  first  of 
these  "  blue-ball  "  attacks  was  18  months  after  accident.  They  were  increasing  in  frequency  when  Mr.  L — 
did  iridectomy  on  exciter,  and  only  one  such  attack  occurred  afterwards,  viz.  2  weeks  alter.  Then  remained 
well  till  8  weeks  before  1  saw  him" with  bad  iritis  on  May  5th,  1881.     The  previous  attacks  therefore  seem  to 


Lost  and  excised. 


3^  years  between  definite  iritis  and  iridectomy.  9  years 
between  definite  iritis  and  accident.  18  months  be- 
tween first  attack  of  "  irritation  "  and  accident. 


Long  interval.    Severe  (fatal)  result. 


have  come  under  the  head  of  "irritation." 


Improvement  after. 


Excision,  leeches,  atropine,  darkness  till  discharged 
from  ward  9  weeks  later.  Steady  improvement  up  to 
10  J.  On  Au?.  1st,  when  he  left,  p.  wide  and  round, 
but  capsule  covered  with  fine  pigment  and  vitreous 
full  of  opacities. 


15  days  or  20  at  most. 


Very   short   interval, 
result  unknown. 


Acute  moderate  attack ;   final 


E.  N.,  Case  6.    St.  Thos.  Hosp.    Unpubl. 


E.  N.,  Case  7,  St.  Thos.  Hosp.    Unpubl. 
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1 

59.                                                                      M.     43. 

60.                                              F.    Child,  at.  about  8. 

2 

L.  Wound  by  iron,  Christmas,  1880.    I  advised  imme- 
diate e.xcision,  liut  refused. 

March  10th,  1886  (4|  years)  (set.  48).— Large  scar  in 
cornea.    Total  aut.  synech.,  T.  n.,  p.  1.     Not  tender. 
Excised  for  S.  0.  of  R.  of  5  days'  duration. 

R.  Lost  by  "  scarlet  fever  "  when  a  child.     No  opera- 
tion was  ever  performed  till  the  eye  was  excised. 
30  years  later  (ait.  about  38;  excised  (by  Mr.  Jabez 
Hogg)  for  inflammation  of  L. 

3 

R.  March  10th,  1885  (at.  48).— Dim  and  weak  5  days. 
Iritis  (not  severe),  T.  n.,  slight  photophobia,  V.  fingers 

atr. 

L.  Good  till  about  30  years  after  loss  of  R.  {i.e.  about 
Bet.  38).    It  then  inflamed  without  much  pain,  and  in 
a  year  had  become  blind. 

4 

Improvement.    Excision  5  days  after  onset. 

No. 

5 

6 

Atvopiue,  darkness,  mercury  to  salivation,  excision  of 
exciter. 

Iritis  improved   at  first.    There  was  retinitis  and 
disease  of  vitreous. 

March  23rd. — Discharged.    Quiet. 

Apr.  14th.— Readmitted.    Mercury,  &c.,  again. 

May.— Iritis  worse.      June  6th. — Improving,  V.  = 
fingers  at  10'.    June  22nd. — Discharged. 

After  excision  of  R.   two   operations  ou   L.   by   Mr. 
Liebreicli   for    "  artificial    pupil."      Before   the  last 
operation  could  see  large  things,  but  after  it  she  lost 
all  p.  1. 
Dec,  1883  (ret.  46,  about  8—9  years  after  onset).— 
Rather  shrunken;  denseopacity  in  andbehind  cornea, 
and  blocking  what  seemed  to  be  downward  coloboma ; 
no  p.  1. 

7 

No  evidence  as  to  pre\'ious  state  of  R.  as  to  perforation. 

8 

9 

4J  years.     No  fresh  symptoms.    Eye  quiet. 

3U  years.     No  note  as  to  recurrence  of  symptoms. 

10 

Very  long  interval.    Bad  relapsing  attack. 

Very  long  interval.    Severe  fatal  attack. 

11 

12 

13 

E.  N.,  Case  12,  St.  Thos.  Hosp.     Unpubl. 

The   characters  of  the  disease  agreed  with  those  of 
ordinary  severe  syrap.  o. 
E.  N.,  Case  13.     Unpubl.     St.  Thos.  0.  P.    Unpubl. 

SYMPATHETIC    OPHTHALMjTIS. 


1 

61.                                                                r.     16(?6). 

62.                                                                         M.     6. 

2 

L.  Injured  by  whip-lash,  set.  6 ;  uo  details  except  that 
V.  gradually  failed. 

10  years  later  (about  1874)  (»t.  16)  "  operation  "  by 
Mr.  Carter  (?  what). 

Feb.,  1878  (set.  20).— Iridectomy  by  Mr.  Liebreich. 

May,   1878.— Seeu   by   nie.      Large  dense    leucoma 
with    ant.   synech.    below,  iridectomy   eoloboma  up. 
T.  n.    V.  barely  counts  fingers. 

R.  Feb.  6th,  1>85. — Wound  of  cornea  close  to  edge  by 
small  nail,  with  prolapse  of  iris.  Struck  by  rope 
1  week  later. 

March  2nd.— Admitted.  Ciliary  congestion  and  some 
photophobia.  Iris  vascular,  large  vessels,  and  aqueous 
muddy,  no  ker.  punctata. 

Became  quiet  under  atropine  and  compress.  On  6th 
there  was  a  small  hypopyon,  but  it  soon  went,  and 
eye  quite  recovered. 

3 

R.  "V.  perfect  at  date  of  Mr.  Carter's  operation  at  ffit.  16 
(1874). 

1  year  later  (set.  17,  about  1875)  began  to  fail,  and 
has  steadily  got  worse  without  remissions. 

L.  Noticed  (red  and  inflamed)  to  be  affected  very  soon 
(7  to  10  days)  after  wound  of  R. 
March   2nd   (26    days). — Severe   photophobia,  faint 
ciliary  congestion,  iritic  adhesions,  no  ker.  punctata, 
and  iris  not  discoloured  (blue). 

4 

Not  excised. 

Not  excised. 

5 

Mr.  Liebreich's  iridectomy  (second  operation)  had  no 
influence. 

6 

Under  my  notice  May,  1878,  to  Sept.,  1879,  and  re- 
mained stationary. 
T.  ?  — ;  many  old  post,  synechife;  post,  polar  opaci- 
ties in  lens ;  eye  quiet. 
V.  words  of  15  J.  badly. 

Admission  to  ward  refused  by  mother 

Rapid  improvement  as  0.  P.  under  atropine  every 
2  hours. 

March  6th  (4  days  from  admission) —Quiet,  and  p. 
wide  and  round. 

7 

No  evidence  on  this  point  e.Kcept  the  adhesion  of  iris 
to  leucoma  in  lower  part  of  cornea,  which  may  have 
been  the  result  of  an  imperfect  iridectomy  downwards ; 
but  it  was  very  probal)ly  due  to  a  perforating  ulcer. 

8 

Very  short  interval.    Very  mild  but  acute  attack. 

9 

12  mouths,  counting  from  Mr.  Carter's  operation;  11 
years,  counting  from  loss  of  eye ;  if  so,  Mr.  Carter's  ope- 
ration would  count  as  recurrence  of  active  symptoms  (?). 

10 

11 

12 

13 

E.  N.,  Case  14,  St.  Thos.  0.  P.    Unpubl. 

E.  N.,  Case  15,  St.  Thos.  0.  P.    Unpubl. 
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M.  20. 


R.  Could  not  open  eyes  for  6  weeks  Hud  then  found  E. 
blind.  Became  blind  during  smallpo.v,  set.  30.  Liable 
to  be  i)ainful  ever  since. 

26  years  later  (set.  56,  1877),  eye  very  soft,  old  iritis 
and  some  corneal  opacities;  eye  quiet. 


L.  Wound  of  cornea  and  lens  by  chip  of  steel.  3  weeks 
later  extraction  of  lens.  6  weeks  after  injury  e.xcised 
for  S.  O.  in  R.     F.  B.  found  in  eye. 


L.  Good  for  16  years  (set.  46)  after  loss  of  R.,  then 
inflamed  with  severe  pain,  and  soon  became  blind  ; 
more  or  less  painful  at  times  since. 
10  years  later  (fet.  56),  old  iritis,  p.  e.\cluded,  iris 
bulged ;  corneal  opacities ;  superficial  ulceration  of 
dense  leucoma  at  inner  side  ;  ?  p.  1. ;  T.  +  2. 


Not  excised. 


R.  Sympathetic  indo-choroidilis  be>fan  6  weeks  after 
injury.  6  months  later  V.  ^35  and  1  J.  at  i".  Details 
of  symptoms  wanting. 


No  apparent  effect,  but  details  wanting. 


2  years  after  onset  V.  remained  •jjj;  and  1  J.  (letters)  at 
4".  White  membrane  covering  p. ;  iris  bulged.  Iri- 
dectomy upwards,  but  V.  not  improved. 


No  evidence  of  perforation. 


16   years.    Exciter  had   been,   and   still  is,   liable  to 
attacks  of  pain. 


Very  long  interval.    Fatal,  rather  rapid  attack. 


Tubercular  eruption  of  many  years'  duration  on  neck, 
most  likely  syphilitic  ;  but  the  state  of  the  eyes,  and 
their  history,  did  not  suggest  a  syphilitic  cause  for  the 
iritis.     E.  N.,  Case  16,  P.  2,  119.'   Unpubl^ 


Mr.  Shears  (Mr.  Shadford  Walker),  Case  2.    Unpubl. 
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SYMPATHETIC    OPHTHALMITIS. 


1 

65,                                                                         M.    7. 

66.                                                                  M.    10. 

2 

L.  Aug.  7th,  1883.— Large  contused  wound  of  cornea 
and  iris   by  door-latcli.     Seen   13  hours   after;    no 
operation  done.     Discharged  in  1  month  quiet.    V.  = 
fingers.     Readmitted   5   days   later  (Sept.  13th)  for 
recurrence  of  inflammation.     Excised  18th,   for  com- 
mencing iritis  in  R. 

L.  Struck  by  arrow;  details  unknown.  Was  inflamed 
and  irritable  for  about  2  years,  then  quieted  and  begin 
to  sliriuk.  Not  seen  till  40  years  after  (fet.  50).  Then 
shrunken,  hard,  not  tender.  Excised  and  bene  found 
on  surface  of  choroid  (Sept.,  1882). 

3 

R.  Irritable   on   readmission,   Sept.   13th.     On  18th, 
two  thin  synechise  and  0.  D.  congested.    V.  fg.  Ker. 
punctata  not  noted. 

1  month  later.— Well-marked  papillitis:    synechise 
have  gone.     2  montlis  from  onset,  0.  D.  clear,  but 
irregular.     V.  fg  (Nov.  22nd). 

R.  Said  to  have  been  dim  at  times  for  some  months 
soon  after  injury  1o  L.,  and  then  got  well  and  gave  no 
trouble.  But  for  5  years  before  seen  V.  had  been 
getting  "  shorter." 

When  seen  (aet.  50)  old  iritis  with  fixed  p.  and  T.  — 
1  and  opacity  of  "ant.  capsule."  V.  2%%  and  1  J.  at 
2".  No  note  of  refraction.  No  active  symptoms. 
Iris  "  muddy  looking." 

4 

L.  Excised  5  days  after  onset  of  irritation  in  R.,  and 
as  soon  as  iritis  found.    Symptoms  disappeared,  did 
not  progress  after. 

Excision  of  L.  made  no  difference  to  R. 

5 

6 

Excision  of  exciting  eye ;  darkness,  atropine,  mercurial 
inunction.     V.  seems  never  to  have  been  apprecial)ly 
damaged.     At  onset  V.  =  fg.      2  months  later  (Nov. 
22nd)  =  fg.     9  montlis  from  onset,  eye  healthy  and 
V.  remains  normal. 

No  treatment  used  for  R.  2  years  after  being  first 
seen  (July,  1884)  V.  rather  worse,  ^Vo.  probably  from 
advancing  opacity  of  lens. 

7 

Perforation  not  proved  (no  note  on  it),  but  most  Ukely 
it  occurred. 

8 

9 

Date  of  iritis  unknown.  Very  likely  it  occurred  a  few 
months  after  the  injury.  Cannot  be  taken  as  proving 
long  interval. 

10 

11 

12 

13 

Mr.  Shears  (Mr.  Edgar  Browne).  Unpublislied.  Case  3. 

Mr.  Shears  (Mr.  R.  Williams).    Unpublished.    A- case 
of — (1),  very  hing  interval ;  or  (2),  eye  remaining  sound 
vmpatlictic.     No  note  as  to  syiihilis  and  other  causes. 

many  years  after  an  attack;  or  (3),  chronic  iritis  not  s 
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1 

67.                                                             M.    Cliild. 

68.                                                                        M.  29. 

2 

R.  Lost  by  perforatiug  ulcer  after  scarlet  fever. 
Not  seen  till  30  years  later  (set.  34), 
June,  1883. — Shruiikuu  but  quiet.    Excised. 

L.  Apr.,  1880. — Wound  of  sclero-corneal  junction  by 
coal ;  prolapse  of  iris,  which  healed  in  having  displaced 
)).     Did  well,  and  on  discharge  V.  =  |a. 

5  months  later  acute  iritis  4  days ;  severe  congestion, 
iris  swollen,  many  adhesions. 

3 

L.  For  3  months  before  admission,  pain  and  intolerance 
of  light. 

June,  1883. — Mild  iritis  with  some  haze  of  media. 
V.  fg.    Soon  well.    No  note  that  other  causes  were 

sought. 

L.  Acute  iritis  of  same  character  and  duration  as  L. 

4 

R.  excised  on  admission,  but  no  proof  of  influence  on 
progress  in  L. 

5 

L.  Atropine,  4  days,  no  better.  Then  large  iridectomy 
1  week  later,  better ;  1  month  after  operation  well  and 
V.  f§. 

6 

R.  Soon  well  under  atrojiine  1  year  after  onset  (July, 

1884).    V.  =  |2. 

R.  Atropine  throughout;  no  better  till  after  iridectomy 
on  L. ;  1  week  after  indectomy  better;  1  mouth  after 
operation  well  and  V.  f§. 

7 

8 

9 

30  years,  if  the  attack  was  sympathetic,  but  this  is 
very  doubtful. 

10 

11 

12 

13 

Mr.  Shears  (Mr.  Williams),  Case  7.     Unpuhl.     Very 
doubtfully  S.  0.  Other  causes  apparently  not  excluded. 

Dr.  Little  (Casel).  Unpubl.  Very  doubtful  if  this  was 
sympathetic;  but  no  syphilis  or  other  assignable  causes. 
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SYMPATHETIC    OPHTHALMITIS. 


1 

69.                                                                       M.    46. 

70.                                                                  M.    16. 

June  21st,  1872. — R.  Large  wound  of  cornea  and 
sclerotic,  &c.,  by  glass.  Subacute  inflammation  for 
a  short  time. 

E.xrised  several  weeks  later,  when  iritis  first  seen  in 
L.  Choroid  muck  thickened,  but  nothing  special  of 
ciliary  body. 

2 

L.  Some  operation  about  2  years  before  seen ;  inflam- 
mation and  slirinliing;  followed. 
Nov.  21st,  1883.— Seen  (fet.  48).     Scar  at  edge  of 
cornea;  leucoma,  &c. ;  shrinking. 
Nov.  24th.— Excision.    Orbital  cellulitis. 

3 

R.  Gradual  failure  about  12  months  after  operation  on 
L.     No  pain  or  inflammation.     V.  much  worse  3  weeks 
before  seen. 
Nov.  21st,  1883.— Plastic  iritis,  T.  n.,  cataract. 

L.  Irritation  soon  after  accident,  but  without  dimness. 
A  few  weeks  later  well-marked  iritis  and  congestion 
seen  after  he  had  been  away  in  the  country. 

4 

Improvement  followed. 

Improvement  followed. 

5 

6 

Atropine,  &c. 
Dec.  Loth,  1883.— Iridectomy.     "  Eye  very  soft."    Did 
well,  but  sphincter  left. 

Jan.  olh,  1884.— Discission  of  lens. 

July. — Repeated  discission.    Good  result,  and  could 
see  time  on  watch,  &c. 

Sympathetic  disturbance  seems  to  have  stopped. 

Excision  when  iritis  was  well  established  (exact  dates 
not  given ;  probably  2 — 3  weeks  after  onset).  Mer- 
cury, small  doses,  atropine,  &c.  Steady  improve- 
ment from  finders  at  I'at  excision  to  1  J.  4—5  months 
later  (Oct.— Nov.,  1872).  P.  remained  adherent.  2 
years  later  became  subject  to  superficial  keratitis 
(?  ulcers. — E.  N.),  which  have  left  some  nebulosity, 
and  impairing  V.  again ;  but  no  relapse  of  iritis. 

7 

8 

9 

About  12  months.     No  note  of  recurrence  in  exciting 
eye,  but  eye  shrinking. 

10 

Long  interval.    Favourable  attack. 

11 

12 

31 

Dr.  Reid,  Case  4.    Unpublished. 

Dr.  Reid,  Case  5.    Unpublished. 
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1 

71.                                                                  M.    38. 

72.                                                                  M.    12. 

2 

L.  Blow  by  piece  of  n  punch  Nov.  3nd,  1868.     Suppu- 
ration, keratitis,  and  iritis.     Autlphlogistic  treatment. 
Benefit. 

Mar.,  1870. — Eye  soft  and  tender. 

Excision  (Mar.  19th).    Plastic indo-cyclitis  witli  great 
thickening  of  tlie  iris. 

R.  Injury    4  years  ago  (set.    12  ?).      Admitted   May 
10th,  1881.    Shrivelled  cataract,  p.  free,  except  one 
place.     Lens   needled ;    wound  inflamed ;  and    iritis 
followed.    Eye  began  to  shrink  (July).    Not  seen  for 
about  2  years. 

Nov.,  1883 — Excised  for  blood  in  a.  c.  and  commenc- 
ing S.  0.  in  L.    Plastic  cyclitis  and  detachment  of 
retina. 

3 

R.  Retinitis  and  a  few  lisemorrhages  with  great  defect 
of  V.  found  5  weeks  after  injury  to  L.  (Dec.  5th,  1868). 
Mar.,  1869.— V.  much  better  (8  J.). 
Mar.,  1870. — "  General  internal  inflammation  "  and  V. 
=  16  J.    Now  R.  excised.     R.  soon  improved. 
April. — Pain,  severe  congestion,  and  "decided  8.  0." 
Dec— Reads  1  J.    Some  .posi .  synech.  remains.     Rem 
1880.— Relapse  of  irido-cyolitis  tor  which  iridectomy  d 

L.  Congestion  of  0   D.  noted  July,  1881,  but  nothing 
else. 

Nov.,  1883.— Rapid  failure  of  V.     When  seen,  iritis 
beginning  ;  0.  D.  hazy  ;  retinal  vessels  distended. 

July. — Can  read  2  J.,  but  much  ker.  punctata, 
lined  good  10  years  working  as  clerk, 
one,  followed  by  shrinking. 

4 

Doubtful. 

5 

6 

Mercury  and  opium.    General  and  local  antiphlogistics. 
Remarkable  case  at  onset,  and  in  its  relapse  after 
many  years  of  apparent  cure. 

Several  relapses  of  iritis  between  Nov.,  1883,  and  Apr., 
1884 ;  papillitis  aUo  increasing.    But  at  last  note,  Apr. 
7th,  1884,  V.  =  1  J.  and  0.  D.  clearing. 

7 

No  proof  of  perforation  ;  evidence  is  against  it.     But 
severe  acute  suppurative   keratitis,  following  blow, 
was  present,  and  probably  corneal  suiface  had  been 
broken. 

8 

9 

24  years,  dating  from  needling  exciter  to  definite  iritis, 
&c.,  of  sympathetic  in  Nov.,  1883. 

10 

' 

11 

Began  quietly  with  "  considerable  congestion  of  retinal 
vessels  and  in  some  places  slight  hsemorrhage." 

12 

13 

Other  causes  not  mentioned.    Not  like  common  S.  0. 
Dr.  Reid,  Case  6.    Unpubl. 

Dr.  Reid,  Case  8.    Unpubl. 
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SYMPATHETIC  OPHTHALMITIS. 


1 

73.                                                                       M.     55. 

74.                                                                       M.     34. 

2 

L.  Large  wouudof  cornea  and  sclerotic,  Oct.  22nd,  1883. 
Inflammation,     tenderness,  with  hypopyon    after   3 
weeks. 

Nov.  2Sth,  1883.— Excised. 

Dec.  1st. — Discharged. 

R.  Sept.  5th,  1876,— Rupture  of  sclerotic  by  fist  blow. 
Seen  11  days  later  (Sept.  16th,  1876);  no  p.  1. 
Oct.  12th.— Excision  refused  till  to-day  (26  days). 

3 

R.  No  irritation  on  Dec.  1st,  8  days  after  excision, 
when  lie  left  hospital. 
Dec.  3rd,  1883.— Readmitted  with  marked  acute  iritis 
5  days  after  excision,  42  days  after  accident. 

L.  Oct.  10th. — 1  days  ago  V.  began  to  fail  (=  30  days 
from  accident).     No  pain.     Now  slight  photophobia; 
neuro-retiuitis;  V.  20J. 

4 

Perfect  recovery  followed. 

5 

6 

Atropine,  mercury,   and  iodide  (small  doses).    Some 
hazeofO.D.  and  fundus,  and  iritic  adhesions.    Did 
well. 
Aug.,  1884  (9  mouths  from  onset). — Reads  4  J.  c.  + 
3D. 

No  notes  of  other  treatment  nor  of  precise  duration  or 
otlier  details.     But   eye  recovered   perfectly  and  re- 
mained well  "  when  seen  a  considerable  time  later." 
Ophthalmoscopic  changes  disappeared. 

7 

8 

30  days. 

9 

10 

Short  interval.    Mild  attack. 

11 

12 

Acute  iritis  aud  some  neuro-retinitis  5  days  after  exci- 
sion ;  42  days  after  injury.    Mild,  favourable  case. 

13 

Dr.  Reid,  Case  9.    Unpubl. 

Snell,  Case  2.     Unpubl. 
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1 

75.                                                                      M.    24. 

76.                                                           M.    n. 

2 

L.  Wound  of  coruea  and  probably  prolapse  of  iris  by 

hard  biscuit  thrown  at  him,  July,  187-t.    ?  Prolapse 

punctured,  bv  Mr.  Snell  (notes  frum  memory). 

Oct.  15th,  1883  (ffit.  .33).— Excised  for  neuro-retinitis 

of  R.    Coruea  destroyed  and  iris  incorporalc.l  with  it. 

R.  Wound  in  ciliary  region  by  earthenware.  May,  1875, 
Kt.  11.     Soon  blind. 
March,  1877.— Seen.     Scar  in  tipper  ciliary  region, 
p.  displaced,  T.  — . 
March  26th.— Excised.                                                    i 

3 

B.  Dim  for  a  short  time  before  readmission  on  Oct.  15th, 
1883,   wlieu   there   was   ueuro-retinitis.     No    other 
changes. 

L.  V.  failed  about  2  mouths  after  injury  and  got  worse 
in  spite  of  treatment   (elsewhere)  till   seen  by  Mr. 
S.,  March,  1877,  about  21  months  after  onset  (cet.  13). 
Then  bad  plastic  iritis,  V.  =  p.  1.  only  (much  lymph  in 
p.) ;  no  note  of  vessels  on  iris. 

4 

Steady  improvement  followed. 

Excision  was  within  a  shoH  time  of  onset  of  disease 
in  sympathetic  eye. 

Exciter  excised  21  months  after  onset.     Immediate 
improvement. 

5 

6 

Iodide  and  excision  of  exciter. 
Nov.  6th.— V.  fa. 
Nov.  13th.— V.  f2. 
March  12th,  1884.— V.  Jf,  fundus  quite  n. 

Atropine  and  mercury,  excision  (21  months  after  onset). 
Immediate  improvement,  steady. 

July,  1877  (4  months  after  excision  and  treatment 
beguu).^Read  1  J. 

July,  1884. — Remains  well.  Has  had  two  or  three 
slight  recurrences  easily  subdued  by  atropine  and 
mercury. 

7 

8 

9 

9  years.    No  note  of  reappearance  of  symptoms. 

10 

Very  long  interval.    Very  unusual  form  of  disease. 

11 

12 

13 

Snell,  Case  5.    Unpubl.                                                        Snell,  Case  1,  Lancet,  1877,  ii,  498,  and  private  com- 
munication. 
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SYMPATHETIC    OPHTHALMITIS. 


1 

77.                                                                  M.    72. 

78.                                                                    F.    37. 

2 

L.  Iridectomy  for  subacute  glaucoma  on  Jan.  21st, 
1878.     Slow  recovery;    V.  not  given.    Under  treat- 
ment till  April  .3rd. 
ipril  28tli  (94  days).— Excision  for  S.  0.  of  R. 

L.  July  18th,  1883. — Blow  by  stick  in  chopping.  Cornea 
scratched,  followed  by  glaucoma  (T.  +  2)  and  great 
pain. 

Aug.  12th. — Iridectomy.  Loss  of  litreous.  Iridec- 
tomy not  satisfactory.  Relief  of  symptoms.  Eye 
afterwards  became  soft. 

Sept.  30th.— Excision  for  S.  0.  in  R. 

3 

R.  Sympathetic  iritis  on   April   24th   (90  days  after 
iridectomy). 

R.  Ker.  punctata  and  iritis  ("tendency  to  synechia") 
on  Sept.  28th  (45  days  from  iridectomy,  70  from  blow). 
Dimness  began  2  days  ago. 

4 

Improvement  and  recovery  followed. 

S.  0.  got  worse  for  a  time  after  excision.     Excision 
4  days  after  onset. 

5 

' 

6 

Atropine,  mercury  (perchloride),  excision  of  exciter. 

Perfect  recovery  from   V.  =  fingers  up  to   reading 
1  J. 

1880-81. — Two  slight  relapses,  but  soon  well  under 
same  treatment. 

Atropine,  darkness,  mercury  (skin  and  mouth)  to  sali- 
vation, iodide  ;  excision  of  exciter  4  days  at>er  onset. 

For  a  time  V.  extremely  bad,  and  inflammatory 
svmptoms  increased. 

Nov.  30th.— Nearly  well,  V.  |g,  H.  m.  1-25  D. 

Apr.  and  July,  1884.— V.  |§,  p.  quite  free. 

Sept.,  1885. — Eye  remains  quice  well. 

7 

8 

9 

10 

11 

12 

13 

Snell,  Case  .3.     Unpubl. 

Snell,  Case  4.     Unpubl. 
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1 

79.                                                 M.    Age  not  stated. 

80.                                                                 M.    25. 

2 

R.  Wound  in  ciliary  region  by  a  stick.     Shrunk  and 
remained  irritable  for  some  weeks,  but  was  quiet  at 
date  of  excision  3  months  after  injury. 

L.  Wound  by  gun-cap,  which  remained  in  eye.    Suppu- 
ration and  shrinking,  but   stump  painful   for  some 
time.    Then  quiet  for  7  years,  when  it  again  became 
painful  and  inflamed  several  times. 

3 

L.  Became  irritable  ahout  1  month  after  injury.    When 
seen  3  months  after  injury  well-marked  plastic  iritis. 
Congestion  and  occhision  of  p. 
True  interval  aboiU  -i — 6  weeks. 

R.  8  years ;  foggy  V.  without  pain,  but  a  few  months 
later  severe  inflammatiou  for  a  time.     When  seen 
several  months  later  old  iritis  with  dilated,  excluded, 
and  occluded  p.    L.  V.  =  hand  moving.     Slight  con- 
gestion.   Iris  thickened. 

4 

R.  Excised  as  soon  as  seen,  S  months  after  injury,  and 
some  weeks  after  onset  in  L. 

Iris  and  ciliary  processes  involved  in  puckered  scar ; 
lens  and  vitreous  absorbed;  retina  detached. 

L.  Excised  when  first  seen,  several  months  after  onset 
in  R.    Piece  of  gun-cap  found  in  stump. 

5 

6 

L.  Rapid  improvement  under  mercury  and  atropine  in 
tbe  hospital.     Discharged  in  3  weeks ;   recurrence. 
Readmitted  5  weeks  later,  and  again  rapid  subsidence 
under  same  treatment.     Iridectomy  4  months  after 
onset  to  prevent  relapses.     Eye  was  quiet  at  the  time. 
T.  was  rather  +  14  months  after  onset,  quiet,  and 
V.=8  J.  (10  months  after  iridectomy). 

Not  seen  till  the  disease  had  been  in  progress  several 
months,  when  V.  was  only  =  hand  moving. 

7 

8 

9 

8  years.     Had  become  inflamed  and  painful  shortly 
before  onset  in  sympathising  eye,  having  for  more 
than  7  years  been  quiet. 

10 

Rather  short  interval.    Moderate  attack. 

Very  long  interval.    Severe  attack. 

11 

Sympathising  eye  began  with  fogginess  without  pain. 
Once  it  became  badly  inflamed  some  months  later. 

12 

13 

Hutchinson,  Oph.  Hosp.  Rep.,  vi,  152. 

Lawson,  0.  H.  R.,  v,  42. 
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SYMPATHETIC    OPHTHALMITIS. 


1 

81.                                        M.     5. 

83.                                      M.     23. 

83.                                        M.     5. 

2 

L.  Woimd  by  glass ;  blind  at  once; 
shrunk  to  a  mere  stump  and  gave 
no  further  trouble. 

R.  Large   wound   of  sclerotic  and 
cornea  ;  loss  of  vitreous  ;  lens  not 
wounded.    No  inflammation.    Dis- 
charged 1  month  after,  with  V.  = 
fingers.    Excised  2  weeks  later ;  no 
appearances   of   inflammation   to 
naked  eye. 

R.  Wounded  by  glass.     Gave  very 
little    trouble.     Slirunk   and    re- 
mained quiet. 

Excised  aet.  16,  11  years  after  in- 
jury.    1  year   after  onset  in  L., 
concentric  shrinking  and  thicken- 
ing of  all  parts ;  lens  calcareous  ; 
large  corneal   scar   and   anterior 
synechia. 

3 

R.  16  years.     Severe  papillitis  with 
much  swelling ;  no  other  changes. 
Thought  to  be  "sympathetic  neu- 
ritis" at  the  time. 

L.  Iritis  of  "  serous  "  type  began  6 
weeks  after  injury,  about  10  days 
after    discharge    from    ward    (in 
Aug.).     Slow  progress  with  ker. 
punctata  and    nodules    on    peri- 
phery of  iris.     Eventually  almost 

L.  10  years,  V.  gradually  and  pro- 
gressively failed.     12  months  later 
(when   first   seen),  chronic  iritis 
with  semi-dilated  p.  and  transverse 
opacity  of  cornea ;  V.  IS  J.,  very 
little  redness;  T.  not  noted. 

4 

L.   E.tcised   after    R.    began;    no 
effect. 

L.  Improved  for  1  week  after  ex- 
cision, then  steady  deterioration. 

5 

' 

6 

Later  symptoms  pointingto  cerebral 
tumour  came  on  and  patient  was  in 
a  "state  of  stupor"   when   la«t 
heard  of. 

12  months  after  onset,  V.  =  18  J. 

7 

8 

9 

16  ypars. 

10  years.    Exciting  eye  said  to  have 
remained  quiet. 

10 

Moderate  interval.    Severe  chronic 
attack. 

Long  interval.    Moderate  attack. 

11 

R.  (exciting)  eye  never  inflamed  or 
painful. 

L.  (sympathising)  eye  began  with 
"dimness"    and   was  never    in- 
flamed or  painful. 

R.  (exciting)  eye  showed  no  recent 
symptoms. 

L.    (sympathising)  eye    also  was 
quiet  throughout. 

12 

13 

(Nettleship)  Couper,  0.  H.  R.,  vii, 
537  (No.  52). 

Tay.,  0.  H.  R.,  vii,  509. 

(Nettleship)  Wordsworth,  0.  H.R., 
vii,  364. 
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M.    19. 


L.  Puncture  of  sclero-corneal  junc- 
tion with  small  prolajjse  of  iris. 
Prolapse  cut  off  1  nidnth  later. 
Eventual  recorery  with  V.  =  1  J. 
after  an  attack  of  mild  serous  iritis 
with  pajiillitis  and  considerable 
failure  of  V. 


R.  4^  weeks  after  accident,  4  days 
after  removal  of  prolapse.  It  was 
irritable  when  prolapse  was  cut 
off.    Mild. 


L.  not  excised. 


M.    7. 


R.  Injured  by  tipcat.  8  years  later 
excised,  somewhat  shnuiken  with 
old  irido-choroidilis. 


F.    38. 


L.  Wound  in  ciliary  rcKion,  pro- 
lapse of  iris,  and  wound  of  lens. 
E.xcised  5  weeks  later. 


L.  About  2  years  severe  iritis. 


R.  Not  excised  till  several  years 
after  active  disease  in  L.  had 
ceased. 


R.  Irritable  at  4^  weeks  from  acci- 
dent. 5  weeks  from  accident  com- 
mencing iritis  with  syuechite. 


L.  Excised  same  day  as  iritis  first 
noticed.     R.  5  weeks  after  acci- 
dent. 
Plastic  irido-cyclitis. 


Atropine,  tonics,  and  occasional 
leeches ;  complete  darkness. 

Complete  recovery ;  last  note  3^ 
months  from  onset. 

More  details  wanted. 


Rather  short  interval.    Very  mild 

attack. 


L.  6  years  after  onset  (set.  15)  closed 
pupil  and  V.  =  shadows. 
Iridectomy  done  set.  15.    Final 
result  unknown. 


"  2  years,"  but  precise  interval  not 
known. 


R.  Iridectomy  at  same  time  as  L. 
excised  =  3  or  4  days  after  onset 
of  iritis. 
Only  kept  in  hospital  10  days 
because  the  eye  "  did  well." 


5  months  later.  "  Has  lately  had 
severe  inflammation  again.  Now 
quieter.     V.  improves  gradually." 


Power,  0.  H.  R.,  vii,  443. 


(Brailey)  Hutchinson,  0.  H.  R.,  ix, 
83. 


(Brailey) 
58. 


Critchett,  0.    H.  R.,  ix. 
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SYMPATHETIC    OPHTHALMITIS. 


1 

87.                                      M,     30. 

88.                                         F.    8. 

89.                                      M.    10. 

2 

R.  Gunsliot   wound  in  ciliary   re- 
jrion ;  sliot  lodged  ou  retina ;  in- 
carceration   of   iris.      Excised    2 
weeks  after  injury  with  T  — . 

L.  Wound  by  scissors;  excision  6 
weeks,  painful,  soft,  with  anterior 
synechia. 

R.  Wound  in  ciliary  region  by  pack- 
ing needle. 

3 

L.  Dimness  of  V.   began  15  days 
after  e.\cision ;  rapidlybecame  very 
dim  ;  then  plastic  iritis  and  occlu- 
sion of  p. 

R.  "  Threatened  "  inflammation  (  = 
probably  very  slight  and  arrested 
inflammation)  -t-S  days  after  exci- 
sion.    Discoloured  iris,  hazy  0.  D., 
and  tortuous  veins. 

L.  "  Several  months."  Severe  iritis 
leading  to  occluded  and  excluded 
p.  and  secondary  cataract. 

4 

R.  Excised  soon  after  onset  in  L. 
Apparently  no  influence. 

5 

i 

6 

5  months  after  onset,  T.   -1- ;  iri- 
dectomy; 1  montli  later  T.  n. ;  V. 
=    peoples'   faces ;    a.   c.   of   fair 
depth.     No  mercury. 

Completely  recovered,  but  symp- 
toms   complicated    by    atropine 
irritation. 

12  years  after  onset,  having  been 
quiet  for  many  years,  and  having 
goodp.  1.  and  good  a.c,  was  repeat- 
edly needled  and  very  good  V. 
restored. 

7 

8 

9 

10 

Moderate  interval.    Severe  attack. 

11 

Began  insidiously  with  rapidly  in- 
creasing dimness  of  V. 

12 

L.  Began  15  days  after  e.vcisiou  of 
R.     It  was  "quite  perfect  "at  date 
of  excision. 

1-5   days  after  excision   had    dis- 
coloured iris,  ciliary   congestion, 
iiazy  0.  D.,  and  tortuous  veins ; 
vitreous  n. ;  no  note  of  ker.  punctata. 

13 

Anderson  Critchett,  0.  H.  R.,  x, 
322. 

(Brailey)  Hutchinson,  0.  H.  R.,  viii, 
539. 

Critchett,  0.  H.  R.,  x,  145. 
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1 

90.                                     M.    3. 

91.                                       Y.    63. 

92.                                   M.    72. 

2 

R.  "  Injured "  by  door-latch.    No 
details. 

L.  Extraction  of  cataract  with  iri- 
dectomy.     Did  well,  and  left  in 
S  weeks  with   anterior   synechia. 
No  iritis.    8  months  later  serous 
iritis.    10  months  later,  after  in- 
tercurrent serous  iritis  and  -1-  T., 
iridotomy  gave  V.  ^a.    The  serous 
iritis  which  accompanied  the  sym- 
pathetic  disease   lasted    only    2 
months. 

L.  Extraction  of  cataract  with  iri- 
dectomy and  entanglement  of  iris. 
Remained     perfectly    quiet     and 
without  any  failure  of  V.  tlirough- 
out  (|g  and  10  J.).     No  ker.  punc- 
tata was  ever  found. 

3 

L.  Sympathetic  inflammation  "  be- 
gan 3  weeks  "  after  injury.  Severe 
attack,  leaving  V.  =  shadows  from 
occlusion    of   p.      Not    seen  till 
5  weeks  after  injury. 

R.  8  months.     Severe  attack  with 
glaucomatous  symptoms  and  total 
blindness.      Seen   2  weeks    after 
onset.    Ker.  punctata  and  T.  +. 

R.  4    months.      Serous   form,  but 
going  to  almost  complete  blind- 
ness (=  shadows);  T.  varied. 
Seen  2  months  after  onset. 

4 

R.  Excised   5   weeks    after  injury 
(about  2  weeks  after  onset  in  L.). 
No  apparent  effect. 

Not  excised. 

5 

6 

5  years  after  onset,  eye  being  quiet, 
good  V.  restored  by  repeated  driU- 
ing  operations  with  needle. 

Taken  into  hospital  again  when  R. 
began. 

Readmitted. 

7 

Probably  R.  eye  was  wounded  or 
ruptured,  but  there  is  no  state- 
ment. 

8 

"3  weeks,"  but  case  not  seen  till 
5  weeks. 

9 

10 

Short  interval.    Bad  attack. 

Moderate    interval.     Very    evere 
attack. 

Moderate  interval.    Severe  attack. 

11 

Exciting  eye  absolutely  quiet,  and 
sympathising      eye      almost     so 
throughout. 

12 

13 

Critchett,  0.  H.  R.,  x,  146. 

Milles,  0.  H.  R.,  x,  325,  Case  2. 

Milles,  0.  H.  R.,  x,  32.5,  Case  6. 
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SYMPATHETIC    OPHTHALMITIS. 


93. 


F.    73. 


L.  Extraction  of  cataract  with  iri- 
dectomy. Did  well,  but  cbrouic 
plastic  iritis  followed  without  pain  ; 
6  months  after  extraction,  irido- 
tomv,  repeated  in  6  weeks,  giving 
V,  =  20  J. 


M.  76. 


95.     Samuel  Bell, 
mission. 


M.     50  on  ad- 


R.  Extraction  of  cataract  with  iri- 
dectomy. Slow,  painless,  occlusive 
iritis  followed.  >'o  entanglement 
of  iris;  T.  n. ;  V.  ultimately  = 
shadows. 


R.  Failing  without  pain  4  years  ; 
hlind  3J  years.  Rupture  of  ulcer 
in  cornea  1  week. 
Aug.  19th,  18S3.— Admitted;  per- 
foration at  lower  part  of  opaque 
I    vascular  cornea;  T.  —  1;  excised. 

1     Sarcoma  of  posterior  part  of  choroid 

(irregularly  pigmented).  Parenchymatous  choroiditis  and  inflamma- 
tion of  ciliary  body  in  foci.  Inflammation  of  O.  N.  Centre  of  tumour 
degenerating. 


12 


R.  3  months ;  failure  of  V.  with 
much  pain.  3  mouths  later,  severe 
iritis  with  occluded  p.,  bulged  iris, 
T.  +  3,  and  no  p.  1. 


L.  8  weeks.    Quiet  aggressive  iritis 
leading  to  occlusion  of  p.  whilst  p. 
remained  large.    T.    n. ;  V.  ulti- 
mately =  shadows. 
Seen  4  weeks  after  onset. 


Not  excised. 


Moderate   interval.     Very   severe 

attack. 


Rather  short  interval.    Severe  at- 
tack. 


1 1      Exciting  eye  seems  to  have  liad  no 
symptoms  at  any  time. 


Exciting  eye  perfectly  quiet  all 
through,  and  sympathising  eye 
only  slightly  uneasy  for  a  time. 


j^g     Millcs,  0.  H.  R.,  X,  325,  Case  9. 


Milles,  0.  II.  R.,  X,  325,  Case  11. 


L.  V.  got  dim  only  4  days  before 
admission,  i.  e.  not  till  when  ulcer 
in  R.  perforated  or  2  or  3  days 

Aug.  19th,  1883.— Several  adhe- 
sions, congestion,  fundus  very 
hazy,  T.  n.,  V.  y"^. 


No. 


Atropine,  mercury,  dark,  counter- 
irritation,  excision  of  R.,  but 
steady  deterioration  to  seeing 
fingers  at  4'. 

0  months  after  onset  can  see  to 
guide  himself  (Lawford). 

Gunn's  last  note  says,  "Fingers 
at  4"  "  (but  no  dots). 


A.  case  in  point. 


Possibly  S.  O.  due  to  perforation  of 
cornea,  and  if  so,  interval  was  less 
than  a  week. 


Milles,  0.  H.  R.,  .\i,  p.  45. 
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11 


12 


13 


97. 


1'.  62. 


L.  V.  failiug  some  montlis  at  least.  Some  pain,  inflam- 
mation, and  swelling  of  lids  6  weeks  lasting  a  few 
days. 
I'eb.  22nd,  1884.— Shrinking  and  getting  square, 
cornea  opaque,  T.  —  ;  no  p.  1.  Excised.  Small  black 
tumour  close  to  O.  D.  Lena  absent ;  iris  adherent 
to  thickened  opaque  cornea ;  caseating  pus  in  vit- 
reous ;  choroid  in  front  inflamed  and  thickened 


R.  N.  (V.  |g)  at  excision  of  L.     8  days  later  V.  got 
misty  at  times.     Readmitted  2  weeks  after  mist  began 
(=  March  1-tth,  or  3  weeks  after  excision)  with  ker. 
punctata  and  slight  iritis,  V.  |g  (H.  15  D.). 
Did  well. 


L.  Extraction  of  cataract,  June,  1882,  4  mouths  after 
preliminary  iridectomy.  Did  well ;  V.  fg.  No  an- 
terior synechia. 

3  montlis  after  extraction  thin  membrane  needled 
and  V.  raised  to  f§.  No  reaction  at  any  time.  4t 
last  note  (April,  1883)  V,  ag  gtill. 


R.  Sympathetic  inflammalioii  began,  Sept.,  1882,  about 
2  months  after  needling  or  5  months  after  extraction 
of  L.  Severe  chronic  case  going  to  +  T.,  and  finally 
excised  for  pain  and  blindness.  Preliminary  iridec- 
tomy had  been  done  at  same  time  as  in  L.  and  with 
no  complication  in  either. 
Seen  2—3  months  after  onset. 


Atropine  and  shade. 
Did  well ;  at  end  of  April  (6  weeks)  media  n.  except 
some  dots  on  cornea  ;  O.  D.  u.,  V.  |g. 
If  years  after  onset  keeps  well. 


Sclerotomy  after  leeches,  and  atropine  and  darkness. 
Sclerotomy  did  no  good. 
Excised  »  months  after  onset  for  pain,  &c. 


No  evidence  of  perforation  though  carefully  looked  for. 
No  history  of  blow,  but  history  of  violent  (suppura- 
tive) inflammation  a  few  weeks  before,  ending  with \ 

opaque  cornea  and  total  anterior  synechia,  and  absent  lens.    The  disease  not  of  sufficient  standing  to  account 
for  absorption  of  lens  before  the  inflammatory  attack. 


Disease  probably  began  about  1  week  after  excision, 
but  very  insidiouslj.  Did  not  come  again  to  hospital 
till  3  weeks  after  excision,  and  then  had  definite  dis- 
ease.   "Was  S.  0.  caused  by  the  operation  ? 


Milles,  0.  H.  R.,  xi,  p.  46. 


From  beginning  to  end  no  trace  of  inflammation  or 
opacity  of  any  structure  in  exciting  eye. 

Disease  pairiful  and  severe  in  sympathetic  eye  from 
onset. 


Milles,  O.  H.  R.,  xi,  p.  50,  Case  2. 
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SYMPATHETIC    OPHTHALMITIS. 


1 

98.                                                                      M.     -26. 

99.                                                                          F.     9. 

2 

L.  Wound  by  chip  of  iron;   iris  aud  lens  wounded; 
chip  remained  in  eye ;  slight  shrinking  followed. 

L.  Wound  of  sclerotic  and  cornea.    Eye  became  soft. 

3 

4 

Excision  8  weeks  after  injury  (Dec.  9th,  1881). 

L.  Excision  34  days  after  injury  and  22  days  before 
onset  in  R. 

5 

6 

Recovery   (last  note   2   mouths  after  onset).      Rapid 
mercurialisation ;  atropine. 

Sept.,  1&S6. — Eye  keeps  good;  patient  at  work  as  a 
"  fitter." 

Rapid  recovery  (last  seen  4  months  after  onsei).  Mer- 
cury (in  small  doses),  atropine,  taken  into  ward. 

7 

8 

9 

10 

11 

Exciting  eye  seems  to  have  been  almost  perfectly  quiet 
all  through.  Sympathising  eye  quite  quiet  and  no 
congestion  at  any  time. 

12 

R.  Became  misty  without  change  1  month  after  exci- 
sion and  9  weeks  after  injury  of  L.     Acute  plastic 
iritis  1  month  after  excision,  not  earlier  though  looked 
for. 

R.  Became  misty  22  days  after  excision  and  56  days 
after  injury  of  L.  A  week  later,  mild  serous  iritis. 
No  neuritis. 

13 

Snell,  'Oph.  Soc.  Trans.,'  ii,  19. 

Frost,  'Oph.  Soc.  Trans.,'  ii,  21. 
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1 

lOU.                                                                          F.     24. 

101.                                                                    M.     16. 

2 

R.  Wound  by  burstiug   of    a   bottle;   prolapsed  iris 
removed. 

R.  Wounded  by  bursting  of  a  bottle;  prolapsed  iris 
removed. 

3 

L.  27  days.    Mild  serous  iritis  for  about  2  weeks. 

L.  7  weeks.    Serous  iritis,  then  slight  papillitis. 

4 

Excision  of  R.  as  soon  as  keratitis  punctata  was  found 
iu  L. 

R.  Excised  when  iritis  was  found  in  L. 

5 

6 

Rapid  and  complete  recovery  in  about  2  weeks.    Seen 
9  moullis  later  and  remained  well. 
Treatment :  E.xclusion  ol  light  and  atropine. 

Recovery  in   i — 5  weeks  after  excision.    Last  note  3 
mouths    after    excision.     Treatment :    Exclusion    ol 
light  and  atropine. 

7 

8 

9 

10 

Short  interval.    Very  mild  attack. 

Moderate  interval.    Mild  attack. 

11 

12 

13 

Milles,  '  Oph.  Soc.  Trans.,'  iii,  60,  Case  1. 

Milles,  'Oph.  Soc.  Trans.,'  iii,  60,  Case  2. 
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SYMPATHETIC    OPHTHALMITIS. 


1 

102.                                                                      I.    29. 

102. 

2 

L.  Spontaneous  inflammation  ending  in  blindness  and 
slirinking,  with  flattened,  vascular  cornea,  dilated  p., 
and  cataractous  leus.     T.  —  2.     Author  states  "  per- 
forating ulcer  of  cornea,"  but  gives  no  proof.    Attack 
2  years  ago  ;  then  quiet. 

Had  been  failing  2   years   before  excision.    V.  had 
entirely  gone  in  12  months.    Never  had  any  pain  to 
speak  of. 

Seen   Aug.  18th,   1882.— Eye  then   shrinking,  and 
sclerotic  of  upper  ciliary  region  puckered;   p.  large 
and  occluded  by  thin  laver  of  Ivmph ;  lens  not  men- 
tioned.    T.  +  1  (Brailey). 

Excised.     Small  sarcoma  of  choroid  near  0.  D. ;  rest 
of  choroid  in  state  of  chronic  inflammation.    Same 
state  of  ciliary  body  and  to  some  degree  of  iris. 

3 

R.  2  years.    Serous  iritis,  with  well-marked  papillitis ; 
no  synechia ;  vitreous  not  mentioned. 

R.  Began  to  fail  in  V.  3  weeks  before  admission  and 
excision  (=  Aug.  18th,  1882),  2  years  after  commence- 
ment of  failure,  1  year  after  becoming  blind. 

4 

L.  Excised  3  weeks  after  dimness  of  R.  began. 

5 

6 

Complete   recovery   in   a  few  weeks.     Seen   again  10 
months  after  onset  and  remained  well. 

Exclusion  of  light  and  use  of  atropine ;  atropine  kept 
up  9  months. 

7 

Author  describes  the  lesion  as  "perforating  ulcer"  and 
the   cornea  as   "inflamed  and  vascular;"  but    the 
description  is  not  convincing  for  perforation. 

Brailey  says  nothing  about  nicer,  but  describes  pucker- 
ing ol   upper  ciliary  sclerotic  (and  cornea  same  as 
described  by  Milles). 

8 

9 

3  years.     L.  said  to  have  been  tender  on  pressure  at 
date  of  excision,  but  nothing  is  said  of  pain  or  redness. 

"  Interval,"  properly  speaking,  none,  as  cause  remains 
doubtful. 

10 

Long  interval.    Mild  attack. 

11 

Exciting  eye  does  not  seem  to  have  been  troublesome. 
Dimness  of  V.  the  chief  or  only  symptom  in  sympa- 
thising eye. 

12 

N.B. — We  quote  this  case  as  pubhshed  separately  by 
Mr.  Milles  and  Dr.  Brailey ;  no  doubt  tlie  different 
statements  as  to  T.  are  due  to  typographical  error. 

13 

Milles,  Oph.  Soc.  Trans.,  iii,  6C,  Case  5. 

These  two  narratives  of  this  cii 

JBrailey,  0.  11.  R.,  xi,  p.  53. 

se  do  not  agree  in  all  particulars. 
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1 

103.                                    M.     31. 

1(W.                                   F.    17. 

105.           (Same  as  Case  35,  q.  v.) 

2 

R.  Wound  of  cornea,  iris,  and  lens 
by  steel.     BecHnie   quiet  and  \. 
remained  as  good  as  tlie  stationary 
partial  opacity  of  lens  would  allow 
until     secondary    operations    for 
freeing  anterior  synediiie.     Tlien 
became  irritable,  and  was  excised 
nine  months  after  injury. 

R.  Traumatic  cataract  from  wound 
by   needle.      Later,  extraction  of 
lens  and  loss  of  vitreous  9  months 
after  injury. 

R.  Wound  of  cornea  (at  edge),  iris, 
and  lens  by  scissors.    Treated  in 
hospital  5  weeks,  then  made  out- 
patient.  Not  excised.  Eventually 
saw  large  type  (16  J.)  with  high 
+  lens,  some  opacity  remaining  in 
pupil. 

3 

L.  3  raontbs  alter  original  injury, 
and  some  months   before  opera- 
tions on  R.      Serous  iritis;  seen 
probably  several  weeks  after  onset. 

L.  Mild  serous  iritis  without  syne- 
chise,  preceded  by  irritation.     No 
damage  to  V. 

L.8i  weeks.     Seen  day  alter  onset. 
Serous  iritis  with  papillitis;  some 
ciliary    congestion.      Relapse    of 
severe  iritis  several  months  later, 
after  discontinuance  of  atropine, 
followed  by  recovery,  but   papil- 
litis persisting. 

4 

Not    excised    till    several  months 
after  the  sympathetic  attack  had 
passed  off. 

R.  Excised  15  days  after  extraction 
of  lens. 

Not  excised. 

5 

6 

Well-marked  serous  iritis  ;  no  ad- 
hesions ;  media  clear ;  fundus  n. 
Complete  recovery  under    atro- 
pine,   opium,    and    e.vclusion    of 
light  in  6  weeks.     Seen  9  months 
alter  onset  and  remained  well. 

Exclusion  of  light  and  use  of  atro- 
pine.  Perfect  recovery  in  3  weeks. 

Exclusion  of  light  and  use  of  atro- 
pine.     Ultimately     recovery    of 
perfect  V.,  but  with  many  syne- 
chiie  and  persistence  of  papiUitis. 
Last  seen   nearly  2  years  after 
accident. 

7 

8 

9 

10 

Moderate  interval.    Mild  attack. 

Moderate  interval.    Prolonged  but 
moderate  attack. 

11 

Very  faint    ciliary    congestion    in 
each  at  onset  of  sympathetic  at- 
tack.   Exciting  eye  quiet  through- 
ghout  except  very  slight  congestion. 

out.     Sympathising  eye  quiet  thiou 

12 

L.  Became  irritable  22  days  after 
excision  and  35  after  extraction  of 
lens.     Ker.  punctata  not  seen  till 
he  came  2  weeks  later,  i.  e.  about 
5  weeks  after  excision. 

13 

Milles,  Oph.  Soc.  Trans.,  iii,  60, 
Case  3. 

Milles,  Oph.  Soc.  Trans.,  iii,  60, 
Case  i. 

Frost,  Trans.  Oph.  Soc,  iii,  73. 
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1 

106.                                       P.     6. 

107.                                  M.    36. 

108.                                    M.    25. 

2 

R.  Wound    of    ciliary    region    by 
broken  plate ;  prolapse  of  iris.  Re- 
mained irritable  and  soft. 

L.  Wound    by    needle    at    sclero- 
corneal  junction  ;  prolapse  of  iris ; 
lens  not  wounded.    Atropine  and 
bandage. 
Operation   (see    belo\v).      Even- 
tually recovery  w-ith  perfect  V. 

R.  Iritis    following     irritation    by 
short  horsehairs  gettins;  into  eye. 
Excision  i  months  after  onset. 
Iridectomy  8  days  after  admis- 
sion, 5  weeks  ofter  onset ;  second 
iridectomy  5  weeks  after  first. 

3 

L.  5  weeks.    Congestion  and  deep 
a.   c.;     sharp    iritis    with    many 
synechise. 

R.  Acute  iritis  at  4  weeks,  preceded 
by  "  mist "  for  2  or  3  days. 
Seen  2  or  8  days  after  onset. 

L.  Serous  iritis,  very  slight  con- 
gestion, slight  haze  of  media,  but 
no  papillitis. 

4 

R.  Excised  a  day  or  two  after  onset 
in  L. 

Excision  4  months  after  onset,  8 
months  after  admission  and  first 
iridectomy  ;  6  weeks  after  second 
iridectomy. 

5 

L.  Incision   through  prolapse  and 
neighbouring  sclerotic  3  days  after 
onset  in  R. 

6 

Exclusion  of  all  light,  use  of  atro- 
pine.   Recovery,  with  rupture  of 
all  -synechiBe,  but  pigment  remain- 
ing on  lens ;  in  5 — 6  months  V. 
perfect.     Remained  well  15  years 
later. 

Atropine  used  and  patient   taken 

into   hospital.     Perfect  recovery, 

with  pigment  on  lens,  but  no  sy- 

nechiae,  V.  perfect. 

Last  note  5  months  after  onset. 

Exclusion  of  light,  use  of  atropine, 

pilocarpine    injection.      Complete 

recovery,  with  perfect  V.  in  a  few 

weeks. 

Last  note  2  months  after  onset. 

7 

8 

9 

10 

Short    interval.     Rather  mild   at- 
tack. 

Short  interval.     Acute  but    mild 
attack. 

11 

12 

L.  Began  3-4  days  after  excision 
of  R.  and  7  weeks  after  second 
iridectomy. 

13 

Bowman,  Oph.  Soc.  Trans.,  iii,  69. 

Snell,  Oph.  Soc.  Trans.,  iii,  75. 

Frost,  Oph.  Soc.  Trans.,  iv,  81. 
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1 

109.                                   M.    41. 

110.                                   F.    27. 

HI.                                   M.    7. 

2 

R.  Smaslied  in  railway  accident; 
orbital  tissues  bruised. 

Excision  witliiii  18  hours  of  acci- 
dent. 

L.  Large    wound    of    cornea    and 
sclerotic  involving  iris  and  lens. 

L.  Large  wound  of  cornea  with 
prolapse  of  iris.  Healed  well. 
Discharged  in  1  month,  but  read- 
mitted 4  days  later  for  fresh  irri- 
tation. V.  only  fingers  (state  of 
lens  not  noted). 

3 

L.  Severe  acute   iritis  setting    in 
several  weens  after  accident. 

L.  2  weeks  after  injury  of  L.  failure 
of  V.  and  slight  pain.     Papillitis, 
very  soon  followed  by   pallor   of 
disc    and    shrinking    of    vessels. 
Slight  pain  in  eye  and  failure  of 
V.  the  first  symptoms. 
Seen  11  days  after  onset. 

R.  5^  weeks  after  wound  of  L., 
mild  iritis  (adhesions)  without  ker. 
punctata,  but  with  congestion  of 
0.  D. ;  irritable .    Sept.  18th,  188.3. 

4 

Excision  within  48  hours  after  acci- 
dent.   Orbital  tissues  did  not  heal 
so  well  as  usual;   there   was  an 
unusual  amount    of   suppuration 
(Dr.  PhilpoU. 

Not  excised. 

L.  Excised  when  iritis  found  In  R. 

5 

6 

Iritis  remained  active  4-5  months, 
then  recovered  with  aUhesious  and 
membrane  in    p.,   but  fair   8if;ht 
(V.  y",).    Did  not  come  to  liospital 
till  eye  had  been  bad  some  months. 

Atropine  to  both  and  small  doses  of 
mercury. 

V,  of  R.,  which  was  barely  /„  10 
days  after  failure  began,  improved 
to  yt  in  4  months. 

R.  Kept  in  dark  and  not  examined 
for  a  month  after  onset.  Then  all 
ciliary  irritation  had  gme,  but 
papillitis  well  marked.  3  months 
from  onset  0.  D.  was  n.  and  V.  n., 
but  eye  remained  irritsble  for 
mouths. 

7 

8 

2  weeks. 

9 

10 

' 

11 

12 

The  iritis  in  L.  set  in  about  a  month 
after  the  accident  and  excision. 

13 

Nettleship,  Oph.  Soc.  Trans., iv,  85. 
This  patient  had  had  chronic  ar- 
ticulai-  rheumatism  4  years  before. 
No  syphilis. 

Brailey,  Oph.  Soc.  Trans.,  iv,  87. 

Edgar  Browne,  Oph,  Rev.,  iv,  65. 

)ut  had  then  no  inflammation  of  eyes. 

256 


SYMPATHETIC    OPHTHALMITIS. 


1 

112.                                     M.    22. 

113.                                    M.     25. 

114.                                     M.    ? 

2 

L   Burst  by  blow,  Jan.  22n(],  1883. 

L.  Wounded    by    percussion    cap. 
Suppurated,  shrank,  and  remained 
quiet  more  than  7  years.     Then 
became  painful  and  R.  soon  after- 
wards fojigy  (Feb.,  1865). 

Sept,,1885.— iEt.  33.    L.  shrank, 
inflamed,  and  irritable.    Excised. 

R.  Wound  by  chip  of  guncap  14 
years.  Much  inflamed  for  some 
time,  ending  in  total  blindness. 

Remained  quiet  till  6  mouths  be- 
fore admission  (Sept.,  1864),  when 
it  became  and  remained  inflamed 
and  painful. 

3 

R.  Iritis    with    ciliary   congestion 
and  pain  began  50  days  after  e.\ci- 
sion  and  51  days  after  accident  to 
L.    Mild,  but  definite.    Recovered. 
Relapsed  with  more  adhesions  9 
months  from  first  attack,  recover- 
ing again  in  6— 8  weeks.     !Noker. 
punctata  demonstrated. 

R.  Quite  well  till  between  7  and  8 
years   after  injury  of   L.      Then 
(Feb.,   1865,  set.  32-3)   whilst   L. 
had    beccnie    painful,   R.  became 
foggy  witliout  pain,  and  eventually 
recovered.     6  months  later  (Sept., 
1865),  chronic  plastic  iritis  and  "V. 
=  only  fingers. 

L.  Became  affected  when  R.  in- 
flamed 6  months  before  admission. 
On  admission  (Sept.,  1864),  "  can 
hardly  distinguish  Ins  hand."  No 
particulars. 

4 

L.  Not  excised  till  6  months  after 
onset.    No  decided  effect  except 
diminution  of  irritability. 

R.  Excised  on  admission ;  no  note 
of  result  in  L. 

5 

L.  Excised    day    after    accident ; 
healed  well.    Wore  shell   at  end 
of  2  weeks  from  operation. 

6 

R.  10  months  after  first  onset,  and 
after  recovery  from  relapse.    V. 

Treated  with  mercury. 

7 

8 

9 

Between  7  and  8  years.    Exciting 
eye  had  become  irritable  shortly 
began,     having    previously   been 

13^  years.  Recrudescence  of  irri- 
tation, &c.,  in  exciting  eye  pre- 
ceded onset  in  sympatliising  eye. 

before    sympathetic    inflammation 
quiet  7  years. 

10 

Very  long  interval.    Severe  attack. 

Very  long  interval.    Severe  attack. 

11 

Sympathy  began  quietly  as  foggi- 
ness  without  pain ;  though  excit- 
ing eye  was  painful. 

12 

Iritis  began  about  50  days  after  ex- 
cision.   There  had  been  no  irrita- 
tion of  socket.     None  of  the  ordi- 
nary  causes  of  iritis  were  made 
out  (Mr.  Shears,  MS.  note). 

Edgar  Browne,  Oph.  Rev.,  iv,  69. 

13 

Lawson,  Injuries,  321. 

Lawson,  Injuries,  323. 
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1 

115.                                                                       -F.     8. 

116.                                                                   F,    9. 

2 

R.  Wound  of  cornea  and  prolapse  of  iris  bv   stone; 
prolxpse  cut  off  4  days  alter  (Apr.  2Gth,  1864).    Soon 
quiet.     Discliartfed  May  12th. 

June  loth. — Irritable,  red,  and  photophobic. 

Feb.  1865. — Excised  with  no  p.  1 ,  during  severe  S.  0. 
in  L. 

R.  Wound  of  cornea  and  sclerotic  by  scissors.    Soon 
quiet  but  again  inflamed  3  months  later  (Feb.,  1864). 
Now  sympathetic  attack  began  in  L. 
Excised  Mar.,  1865,  L,  being  still  actively  irritable. 
R.  at  excision  T.  +  3     V.  only  p.  1. 

3 

L.  Quiet  plastic  iritis  with  haze  of  cornea  and  ciliary 
congestion,   began   5 — 6    weeks   after    injury  to    R. 
Began  about  June   1st.     Various  relapses  with  pro- 
gressive aggravation,  and  was  readmitted  June  10th. 

L.  Iiiflamed  and  got  dim  a  week  after  onset  of  fresh 
attack  in  R.  (Feb.,  1864).     Repeated  relapses. 

Mar.,  1865.— Still  irritable  and  pinkish  ;  T.  +  2,  old 
plastic  iritis ;  V.  words  of  1  J.  through  outer  part  of  p. 

4 

R.  Excised  8 — 9  months  after  L.  attacked.     L   was  in 
a  severe  relapse  at  the  time  and  rapidly  became  quiet 
after. 

R.  E-fcised  about  a  year  after  onset  in  L.  because  still 
keeping  up  irritation.    L.  improved. 

5 

6 

Mercurial  inunction,  quinine,  and  atropine  for  L. 
2^  years  after  onset,  iridectomy  and  removal  of  lens 
performed.     Shght  relapse  of  iritis ;  F.  complete. 

Result  (words  of  1  J.  through  clear  part  of  p.)  given  to 
Mar.,  1865,  about  a  year  after  onset. 

7 

8 

9 

Recui-rence  of  active  symptoms. 

10 

11 

12 

13 

Lawson,  Injuries  of  Eye,  314. 

Lawsou,  Injuries,  318. 
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1 

117.                                                                  F.    16. 

118.                                           M.    Adult  (Fireman.) 

2 

L.  Small  wound  by  fork  at   sclero-corneal  junction, 
with  incarceration  of  iris  and  wound  of  lens.     Seen 
2  weeks  later  ;  leus  mucli  swollen  and  eye  congested. 
Extraction  of  leus  by  Gibson's  method.    Eye  excised 
2  weeks  after  operation  (30  days  after  injury)  for  con- 
tinuance of  pain  (Oct.  22nd,  1880). 

R.  Severe  inflammation  after  spark  from  steamer ;  V. 
much  damaged,  but  eye  got  quiet. 

6  years  later  blow  by  potato;  fresh  inflammation  and 
total  loss  of  V.  Remained  liable  to  inflammatory 
attacks  with  pain  till  seen  8—9  years  later  (=  14 
years  after  first  injury). 

When  seen,  shrunken,  congested,  tender.  Excised; 
bone  in  choroid,  old  iritis,  &c. 

3 

R.  V.  perfect  and  no  symptoms  at  date  of  excision  of 
L.     Hazy  V.  and  iritis  set  in  5  days  after  excision 
(Oct.  27th).    V.  soon  reduced  to  fingers  at  3'.     Rapid 
improvement  and  recovery  with  V.  f  g. 

L.  About  li  years  after  first  and  8  years  after  second 
injury  of  R.  active  iritis  with  synechise. 

4 

Improvement  followed. 

5 

6 

Exclusion  of  light,  very  frequent  atropine,  leeches, 
mercury  by  inunction,  and  quinine.    All  severe  sym- 
ptoms gone  in  10  days. 
3^  months  after  onset  (Feb.  8th,  1881)  V.^fg;  iris 
active  and  free  from  adhesions. 

Excision  of  R.  some  days  after  onset  in  L.    Frequent 
atropine,  darkness,  hot  fomentations. 
Complete  recovery  in  about  a  month. 

7 

Evidence  incomplete ;  point  not  alluded  to  in  descrip- 
tion of  exciting  eye. 

8 

9 

14  years  from  first,  8  years  from  second  injury.    Con- 
stantly liable  to  irritation,  &c.,  after  second  injury. 

10 

Very  long  interval.    Mild  acute  attack. 

11 

12 

First  interval  (between  injury  and  sympathetic  iritis) 
=  30  days. 

Second  interval  (between  excision  and  sympathetic 
iritis)  =  5  days. 

13 

Wood  Wliite,  B.  M.  J.,  1881,  i,  596. 

Wadsworth,   Boston    Med.  and  Surg.  Journ.,    1877, 
p.  380  (March  29th). 
Other  causes  of  iritis  not  excluded. 
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M.    16. 


L.  Wound  by  metiil,  ;et.  16.  Seen,  ret.  42,  26  years 
later;  nivicli  sliruukeii  and  very  tender.  Excised, 
March  19th,  1869;  chip  of  iron  found  firmly  em- 
bedded in  exudation.  Not  excised  till  2  weeks  after 
admission  in  March,  1869. 


L.  Wound  in  ciliary  region  by  gun-cap  which  remained 

in  eye. 


R.  Well  for  17  years,  when  iritis  occurred,  for  which 
iridectomy  was  done  (L.  not  being  interfered  with) 
3  mouths  before  admission.  On  Marcli  2nd,  1869,  26 
years  after  injury,  8 — 9  years  after  tii-st  iritis,  relapse 
of  iritis,  which  was  still  active  when  seen ;  V.  very 
bad  from  hazy  media. 


R.  6  weeks.    "  Sympathetic  inflammation." 


Rapid  improvement. 


L.  Excised  soon  after  onset  in  R. 


March  2nd,  1869. — Admitted  with  L.,  relapse  of  iritis 
since  Christmas,  1868.    Atropine,  &c. 

March  19th. — Not  better.    R.  excised. 

March  23rd. — Much  better  and  then  rapidly  got  well 
and  V.  cleared. 


17  years.    Relapse  8 — 9  years  later,  with  much  tender- 
ness in  exciter. 


Very  long  interval.    Acute  curable  attack. 


R.  Had  six  operations  for  iridectomy  and  removal  of 
the  lens  in  the  2  years  foUowiug  onset  of  disease. 
Final  recovery  ;  5  years  after  onset  conld  read  8  J. 
and  do  needlework.      At  this  time  (1863)  she  was 
set.  16. 


A.  patient  whose  case,  as  narrated  by  herself,  agreed  in 
every  partictilar  with  the  present  one,  was  seen  by 
Mr.  Nettleship  in  1877.  She  was  then  30,  just  the  age  that  Mr.  Critchett's  patient  would  have  been.  She 
said  that  "  6  operations  had  been  done  for  removal  of  the  lens,"  &c.,  by  Mr.  Critchett,  and  that  the  otlier 
eye  was  lost  by  a  gun-cap  wound  when  she  was  "  12."  In  1877  the  state  of  the^  eye  was :  T.  much  -  ; 
cornea  hazy  at  margin  ;  pupil  clear ;  with  her  glasses  "  can  see  to  read  and  write." — E.  N. 
Condition  14  years  after  recovery. 


12 


13 


Soelberg  Wells,  Lancet,  1869,  ii,  839.  Other  causes 
not  excluded.  Probably  rheumatic  iritis  kept  up  by 
irritability  of  exciter. 


Critchett,  Klin.  Monatsbl.,  i,  440,    "Case  2,"  1863 
(translated  in  '  Ophth.  Review,'  i,  178, 186.5). 
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SYMPATHETIC    OPHTHALMITIS. 


1 

121.                                    M.    8. 

122.                                  ?M.    25. 

123.                                  ?M.    28. 

2 

L.  "  Injured  by  falling  on  a  spade." 

L.  Wound  of  ciliary  region  and  pro- 
lapse of  iris  bv  point  of  pickaxe, 
Jan.  25th,  1882.     Prolapse  cut  off 
and  eserine  and   compress  used. 
Slow  recovery,  and  several  months 
later  V.  =  ^. 

R.  "  Blow  by  piece  of  metal."  Ex- 
cised (by  another  surgeon)  a  few 
weeks  later,  alter  onset  of  sympa- 
thetic inflanunation  in  L. 

3 

R.  3    or    4  months ;    sympathetic 
iritis  with  occlusion  of  p.,  &c. 

R.  Sympathetic     iritis     before    7 
weeks  after  injury  of  L.    Recovery 
with  nearly    perfect  V.  in  about 
3   mouths   with  a  temporary  re- 
lapse when  atropine  had  been  left 
off. 

L.  Sympathetic  in&ammatiou  a  few 
weeks  after  injury  of  R.  Severe 
iritis  with  occluded  p. 

4 

Not  excised. 

Apparently  excisiou  of  R.  had  no 
influence. 

5 

6 

R.  14  years  after  onset  (<et.  23)  ex- 
traction  of  lens  and  subsequent 
iridectomy  gave  "tolerable  vision." 

Frequent  atropine    and   inunction 
of  oleate  of  mercury  freely,  but 
without  any  salivation.      Almost 
perfect  recovery,    but  with  some 
permanent  adhesions. 

When  active  symptoms  had  sub- 
sided repeated  iridectomies  done 
and  lens  removed,  but  pupU  closed 
after  each  operation.  Then  re- 
moval of  piece  of  iris  and  mem- 
brane with  scissors  with  good 
result ;  patient  able  to  read  ordi- 
nary print. 

7 

8 

9 

10 

11 

12 

13 

Critchett,  Klin.   Monatsbl.,  i,  440 
(transUitcd  in  '  Opiitli.  Review,'  i, 
179,  1865). 

G.  E.  Walker,  B.  M.  J.,  1883,   ii, 
1331. 

Bell  Taylor.  B.  M.  J.,  1883,  ii,1231. 
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1 

124.                                            M. 

125.                                      M.     5. 

126.                                  M.    16. 

2 

L.  Lost  by  injury  and  excised. 

R.  Sight  lost  20  years  before  he  was 
first  seen  at  iet.  25.    Iridectomy 
was  done  (date  not  stated). 

On  admission,  Dec,  1862,  T.  -, 
lens  ahsorbed,  colohoma  from  iri- 
dectomy, cornea  nebulous.    Liable 
to  inilame. 

Excision  refused  till  Mar.,  1864, 
after  onset  in  L. 

R.  Struck   by    piece    of    gun-cap; 
quite  blind  in  a  week. 
5  years  later,  shrunken,  collapsed, 
and  hard.     No  p.  1. 

3 

R.  Severe    sympathetic    inflamma- 
tion reducing  V.  to  p.  I. 

Seen  when  eet.  36  (?  interval  since 
onset,  &c.). 

L.  Iritis  beginning  with  irritation 
Mar.,  1864,  about  22  years  after 
loss  ot  R.     Rapid  progress  almost 
to  blindness. 

L.  Remained  quite  well  for  18 
months,  then  slowly  and  quietly 
failed  and  became  blind  in  a  year. 
Severe  chronic  plastic  iritis. 

4 

R.  Excised  about  a  week  after  onset 
in  L. ;  no  effect. 
Excision  advised  repeatedly  before 
during  several  attacks  of  irritation. 

5 

6 

Repeated  operations,  Willi  extraction 
of  lens  and  removal  of  iris,  and 
exudation,  gave  "excellent  sight 
both  for  distant  and  near  objects." 

L.  About  3  years  after  onset  (5 
years  after  injury  (o  R.).  Old  iritis 
with  exclusion  of  p.  and  white 
cataract ;  good  p.  1. ;  T.  rather  — . 

7 

8 

9 

About  22  years  from  original  loss ; 
exact  interval  from  iridectomy  not 
stated. 

18  months. 

10 

Very  long  interval.    Severe  acute 
attack. 

Long  interval.  Severe  but  chronic 
attack. 

11 

Both  appear  to  have  been  quiet  and 
painless. 

12 

13 

Bell  Taylor,  B.  M.  J.,  1883,  ii,  1231. 

Lawson,  Lancet,  Jan.,  17th,  1863 
(?  1865),  also  Injuries,  p.  328. 

Dixon,  Med.  Times  and  Gaz.,  April 
5th,  1863. 
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SYMPATHETIC    OPHTHALMITIS. 


1 

127.                                   r.    10. 

128.               M.    Age  not  stated. 

129.                                    M.    25 

2 

Wound  of   sclerotic,  cornea,  lens 
and  iris  by  knife  (Oct.  7tli). 

V.  only  p.  1. 

Excised  6  days  later  (13th). 

Discharged  Oct.  28th. 

R.  Perforated     by    gunshot ;    eye 
shrunk  and  remained  quiet. 

L.  Wound  by  piece  of  steel,  which 
was  remoyed  several  weeks  later. 
Inflamed     several     weeks     later. 
Finally,  in  about  2  years,  regained 
fair    v.,   but   remained   liable   to 
attacks  of  ciliary  inflammation  for 
several  years. 
When  "seen  7  years  after  injury 
v.  1,  T.  n.,  scar  «-ith  displacement 
of  p.,  old  ii-itie. 

3 

Other  eye  became   weak   2   days 
alter  discharge  and  15  days  after 
excision.     Readmitted  with  acute 
iritis  36  days  after  excision  ;  lymph 
in  p.,  V.  only  -J^,  T.  n. 

L.  Chronic  iritis,  with  relapses  set- 
ting in  about  20  years  after  injury. 
When    seen    5    years    later    iris 
bulged. 

R.  Inflamed    a   few   weeks    after 
wound.      Became    totally    blind, 
soft,  and  somewhat  shrunken  iu 
2  years,   and  remained   liable  to 
attacks    of    inflammation    which 
seemed  to  cause  those  in  L. 

4 

Excised  6  days  after  injury. 

R.  Excised  a  tender  stump  about 
5  years  after  onset  in  L. 
L.  improyed. 

5 

■ 

6 

Atropine,  small  doses  of  mercury, 
leeching  (once).     Steady  improye- 
nient,   and  7   ^yeeks    after  onset 
V.  =  -jg.     No  adhesions,  but  a  little 
old  lymph  on  lens. 
Sept.,  1886.— V.  =  a  partly;   no 
synechise  (after  atropine) ;  fundus 
healthy. 

L.  Became  able  to  read   "small" 
print  after  excision  of  R.    V.  had 
not  been  yery  bad  before. 

7 

8 

9 

About  20  years.    No  recurrence  of 
irritation,  but  stump  was  tender  to 
pressure  when  seen  5  years  after 
onset. 

10 

Acute  but  mild  attack. 

Very  long  interyal;    chronic  mild 
attack  with  slight  relapses. 

11 

12 

Acute  hut  mild  iritis  beginning  15 
days  (or  more)  after  excision  (= 
2nd    interyal),   and    21   days  (or 
more)  after  wound  (  =  lst  interyal). 

13 

Uower,    Brit.    Med.   Journ.,    May 
26th,  1883. 

Haynes  Walton,  Lancet,  Oct.  17th, 
1868.  It  was  treated  at  first  asrheu- 
matic  iritis,  and  may  have  been  so. 

Poolcy,  Knapp's  Archives,  i,  553. 
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1 

180.                                     1'.     66. 

131.                                               ? 

132.                                     M.    8. 

2 

R.  Wound  of  cornea  and  sclerotic 
by  cow's  horn.    Eye  shrunk,  but 
remained  tender  and  painful. 

Bum  by  ammonia ;  obstinate  severe 
keratitis. 
No  note. 

Wotmd;  no   details.     R.    eye   16 
years  after  shrunken  and  (by  in- 
ference) blind. 

3 

L.  5  weeks.     Failure  of  V.  in  10 
days  to  almost  blindness.  6  weeks 
later,    papillo-retinitis    with    ex- 
treme venous   engorgement    and 
high  amblyopia  (fingers  at  3' — 4'); 
no  other  changes  whatever. 

Interval  not  given. 
Papillo-retinitis   of   low   degree, 
with  amblyopia. 

L.  3  or  4  months. 

4 

R.  Excised  in  March,  6  weeks  after 
onset  in  L.  (11  weeks  after  injury). 

Not  excised. 

5 

6 

No  other  treatment. 
4    months     alter    excision,    5J 
months  after   onset,  L.,  V.  =  |jj 
and  li  Sn. 

V.   improved  "after  a  longtime," 
but  did  not  get  perfect. 

16  years  after  onset  old  iritis  and 
secondary  cataract;  shallow  a.  c. ; 
T.  rather  —  ;  good  p.  1. 
After  extraction  of  small   very 
hard  lens  fresh  intis;  2  mouths 
later  another  iridectomy  followed 
by  good  V.  (=  reads  music  and 
walks  alone.) 

7 

Expressly  stated  that  there  was  no 
inflammation    deeper     than    the 

(tornea. 

8 

9 

10 

ii 

Sympathising  eye  was  quite  quiet 
from  first  to  last. 

L.   suffered  a  good   deal  for  3 — 4 
months.  3 — 4  months  after  wound 
of  R.  the  L.  failed  in  sight,  and 
gradually  became,  in  al)0ut  2  years, 
as  bad  as  at  date  of  operation. 

12 

13 

Spalding,    'Trans.    Amer.    Ophth. 
Soc.,'  iii,  486.    No  syphilis ;  albu- 
minuria not  mentioned. 

Theobald,    Trans.     Amer.    Ophth. 
Soc,  iii,  494. 

Rondeau,  p.  91  (quoted  by  Reclus, 
p.  169). 
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SYMPATHETIC    OPHTHALMITIS. 


1 

133.                                     F.     14. 

134.                                  M.    43. 

135.    M.    10  years  at  date  of  first 

injury. 

2 

Blow  by  billhook  in  reaping.     No 
note  of  perforation. 
18   months   later,   plastic    irido- 
cyclitis and  no  p.  1. ;  no  scar  men- 
tioned. 

L.  "  Wound "   by  a  straw,  but  no 
other  detail.     Irido-choroiditis  fol- 
lowed and  blindness. 

6    mouths   later   blind,    but    no 
further  detail. 

Not   seen  till    6    months    after 
injury. 

Not  excised. 

Mi.   10  years.     Wound  of  L.    by 
penknife;    exact   seat    of   wound 
doubtful ;  but  eye  was  painful  a 
few  days  and  V.  was  permanently 
a  good  deal  diminished. 
3  months  before  being  seen  (by 
de   Wecker)   severe   contusion   of 
same  eye  by  a  board,  followed  by 
"  absce"ss  of  orbit."    Now  set.  47. 

3 

1  month. 

3  days  after  injury,  sudden  cloud- 
ing of  V.  of  R.  wlien  walking  after 
lunch.    It  became  gradually  worse, 
and  in  six  months  or  more  was 
totally  blind. 
6   months  after  onset,  papillitis 
from  "retro-bulbar  neuritis;"  sligl 
veins  engorged.     Later,  0.  D.  atrop 

t  haze  of  0.  D.,  arteries  diminished, 
lied. 

4 

E.xcision    about  18    mouths    after 
injury.    Improvement  for  a   few 
days,  then  acute  relapse  of  inflam- 
matory symptoms. 

Excision  3  months  after  onset. 
Slight,  temporary  improvement; 
then  disease  returned   and  went 
to  blindness    from   plastic    irido- 
choroiditis. 

5 

6 

7 

The  injury  is  spoken  of  as  a  blow 
("  coup  "),  and  no  mention  is  made 
of  wound  or  scar,  except  that  when 
it  happened  a  little  blood  in  the  tea 
saw  pretty  well  with  it,  then  V.  di 

Perforation    not    mentioned,    but 
"  wound  "  ("  blessure")  spoken  of. 

rs  was  noticed.    For  some  days  she 
minished  and  was  soon  blind. 

8 

3  days. 

8  days  "  scarcely  "  from  the  second 
injury. 

9 

37  years  (patient  now  47)  from  the 
first  injury  (incised  wound). 

10 

Interval  1  month.    Severe  and  pro- 
gressive attack. 

In  this  case   of   extremely  short 
interval  sympathising    eye  went 
quite  blind. 

11 

No  pain,  but  some  redness  in  R. 
(sympathising  eye). 

12 

S.  Neuritis. 

13 

Reclus,  p.  172  (Case  11). 

Reclus,  181   (xxiii),    quoted    from 
Dransart,  p.  10.     A  doubtful  ease. 
No  note  as  to  other  causes. 

Reclus,  142,  Case  2. 
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1 

136.                                    M.     55. 

137.                                    M.     54. 

138.                                     M.     4. 

2 

R.  Blow  by  piece  of  wood  ;   it  in- 
flamed, suppurated,  aud  sliruiik. 

L.  Burnt.     Violent  pain  2  weeks, 
wlien    eye    became    quite    blind. 
Continued    painful,  but  less   se- 
verely,  till  admission   4    months 
afteraccident,  when  it  was  soft. 

il.  Blinded  by  smallpox,  set.  4;  eye 
remained  painful. 
9  years  later  (fet.  13)  T.  -,  ante- 
rior staphyloma,  old  irido-cyelitis. 
No   mention  of  evidence  of  per- 
foration. 

3 

3    months.      Violent    attack    with 
pain  and  intense  plastic  iritis. 

3i  months.    Symptoms  severe  and 
rapid;  violent  iritis. 

8  or  9  years.    A.  year  after  patient 
began   to    have   symptoms,  there 
was  iritis  with  ciliary  congestion, 
tenderness, and  V.  much  damaged. 

4 

Excision  3^  montlis  after  onset,  i.e. 
2  weeks  after  iridectomy  in  sym- 
pathising eye. 

Excision  4  months  after  burn,  2 
weeks  after  onset  of  sympathetic 
disease ;  no  marked  effect. 

Excision  a  year  after  onset  of  sym- 
ptoms.    Temporary  improvement. 
Relapse  goiug  to  total  blindness  in 
a  short  time. 

5 

6 

Iridectomy  3   months  after  onset, 
and    with    iris    extremely   disco- 
loured   aud    thick.      Only    small 
coloboma  made.     No  reaction. 
ii  years  after  operation  eye  quiet ; 
can  see  enough  to  go  about,  but 
not  enough  to  read. 

Iridectomy  followed  by  persistence 
of    inflammation.      Eye    became 
quite  blind. 

7 

Nothing    said    about    evidence    of 
former  perforating  ulcer,  but  "  an- 
terior staphyloma  "  is   consistent 
with  it,  and  on  other  grounds  it  is 
extremely  probable. 

8 

9 

8  years  (exact  time  not  known,  but 
not  less  than  8  years).     No  Iresh 
attack  in  exciting  eye,  but  it  s :;ems 
never  to  have  become  quite  quiet. 

10 

Long  interval ;  fatal  attack. 

11 

12 

13 

Vignaux,  88,  Case  5. 

Vignaux,  89,  Case  6. 

Vignaux,  90,  Case  9. 

SYMPATHETIC    OPHTHALMITIS. 


1 

139.                          F.    35  years. 

140.    F.    At  time  of  vaccination 
in  infancy. 

141.                                   F.    36. 

2 

R.  Total    staphylomatouB  leucoma 
with  complete  anterior  synechia. 
Lost   22  years  ago,  no  doubt  by 
corneal  perforating  ulcer.     Quite 
quiet  till  a  few  days  before  admis- 
sion,   when    it    became    painful. 
Now  eel.  49. 

L.  It  became  quite  blind  about  10 
years  after  it  was  first  bad  in  in- 
fancy.    Patient  fet.  38  when  seen ; 
eye  leucomatous,  soft,  shrunken, 
and  still  painful  at  times. 

L.  Lost  by  spontaneous  inflamma- 
tion, set.  36.    Painful  again  6  years 
later;    then  quiet  till  6  months 
before  admission,  when  severe  sym- 
ptoms again.     Admitted,   set.   53. 
L.  soft,  painful,  and  tender,  sclero- 
corneal  staphyiomata. 

3 

22  years  since  loss  of  R.    Acute 
iritis  a  few  days  before  admission ; 

37—38  years.    R. 
Plastic  iritis  for  several  months 
past ;    considerable   pain.      Some 
opacity    of    lens.      V.    shadows; 
cannot  see  to  go  about. 

R.  17   years.     Well-marked  iritis 
about  3  months'  duration ;  worse 
3  weeks. 

4 

Excision  isithin  a  few  days  of  onset 
of  sympathetic  disease. 

Excision  several  months  after  onset ; 
no  further  progress. 

Excision    17  years  after   primary 
attack ;  3  months  after  onset  of 
sympathetic    symptoms.      Steady 
improvement. 

5 

' 

6 

Improvement  immediately  after  ex- 
cision. 
2i  years  after  onset,  eye  quite 
quiet  and  vision  rather  improved 
=  2%- 

54  years  after  enucleation  of  L.  the 
R.  could  see  to  read,  b\it  not  for 

long. 

2i  years  after  excision  R.  could  see 
to  read ;  stiU  slight  pains. 

7 

Here  probably  there  was  a  per- 
forating nicer. 

Perforation  not    proved,  and  de- 
scription given  makes  it  improb- 
able (?) 

8 

9 

22  years.    Fresh  onset  of  pain  in 
exciting  eye  a  few   days  before 
sympathetic  disease  began. 

38  years.    No  recrudescence  noted, 
but    L.    had  remained   liable  to 
occasional  pains. 

17  years;  recrudescence  3  months 
before  onset  in  sympathising  eye. 

10 

Very  long  interval.    Attack  mode- 
rately severe. 

Very  long   interval.     Moderately 
severe  attack. 

Very   long   interval.      Moderately 
severe  attack. 

11 

12 

Vignaux,  95,  Case  14.    Other  causes 
not  mentioned. 

13 

Viguaux,   p.   94,   Case    13.     Other 
causes  of  iritis  not  mentioned. 

Vignaux,  96,  Case  16.    Other  causes 
not  mentioned. 
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1 

142.                      M.     "Infancy." 

143.                                    M.    65. 

144.                                    M.    52. 

2 

R.  "  Blindness  from  injury  dating 
from  infancy. "     It  was  quiet  till 
Eet.    15,    then    became    liable    to 
pains    wliich    on    the   whole    in- 
creased.   Admitted   a  year  later, 
eet.  16,  after  6  months'  symptoms. 

L.  Small    wound     of    cornea     by 
stone  ;  acute  suppuration  of  cornea 

and  shrinking. 
Seen  4  months  later. 

K.  Injury  by  ear  of  corn ;  inflam- 
mation and  loss  of  sight  in  3  days. 
Admitted    10  months   later  with 
leucoma,  adherent  iris,  and  ten- 
derness on  pressure. 

3 

L.  About  154  years,   i.  e.  several 
months  after  appearance  of  pain 
in  R.     When  seen,  chronic  iritis  ; 
cannot  read  newspapers;    ciliary 
congestion. 

K.  When  seen,  mild  iritis;  p.  and 
iris  muddy  and  sluggish ;  ciliary 
congestion.      Symptoms  began  6 
weeks     after     accident,    and    2^ 
months  before  admission. 

15  days  after  injury  of  R.,  "  loss  of 
sight "  ill  L.  for  3  days  ;  then  par- 
tial return,  but  V.  remained  below 
what   it   had   been.      10  months 
later  papillo-retinitis;  0.  D.  rather 
swollen.    V.  =  i. 

4 

R.  Excised  6  months  after  onset  of 
symptoms  in  L. 

L.  Excised  4  months  after  accident, 
2^  mouths  after  onset  in  R. 

Excised  10  months  after  accident, 
8  or  9  months  after  onset  of  S.  0. 

5 

6 

5  months  after  excision  L.,  wliich 
had  been  better  for  a  time,  was 
again  showing  signs  of  a  slow  pro- 
gress of  the  disease. 

R.  Slow  steady  improvement  from 
dale  of  excision. 

2  years  after  excision   reported 
that  eye  was  well  and  sight  quite 
recovered. 

L.  Slow  improvement  after  excision 
of  R.    3  years  later  wrote  that  the 
eye  was  entirely  cured. 

7 

No  statement  of  condition  of  eye. 

8 

15  days. 

9 

15^    years.     Exciting  eye  became 
painful  several  months  before  sym- 
pathising eye  began  to  show  sym- 
ptoms. Had  previously  been  quiet. 

10 

Very  long  interval.     Slow  and  not 
very  severe  attack ;  but  final  re- 
sult unknown. 

Short  interval  (6  weeks) ;  very  mild 
attack. 

Short  interval ;  mild  attack,  if  it  be 
regarded  as  sympathetic  at  all. 

11 

12 

13 

Vignaux,  102,  Case  23. 

Vignaux,  103,  Case  24. 

Vignaux,  117,  Case  39.     If  sym- 
pathetic it  is  pure  "  sympathetic 
neuritis." 
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SYMPATHETIC    OPHTHALMITIS. 


1 

145.                                     F.     30. 

U6.                                     F.     32. 

147.                                    M.    43. 

2 

L.  Operation  for   traumatic    cata- 
ract.    Did  well ;   slight  entangle- 
ment of  iris;  V.  =^5.   Discliargec). 
4    weeks    after    leaving    hospital 
returned  with  eye  soft,  vitreous 
opaque,  no  a.  c,  and  eye  tender. 

R.  Lost,   set.    33,  hy  purulent  in- 
flammatinn.     Remained  quiet. 

First   seen   April,   1871,  set.   42. 
T.  — ,  quiet ;  excision  refused. 

Excised  in  Dec,  1871- 

R.  Iridectomy  for  absolute  glau- 
coma, Sept.  "loth,  1879.  Became 
tender  and  sott,  and  was  so  2 
months  later. 

Discharged  2  weeks  after  opera- 
tion; readmitted  2  months  after 
(Nov.). 

3 

R.  6  weeks  after  operation.     Began 
with   moderate   swelling   of  0.  D. 
with  slight  clouding  of  retina  and 
V.  =  Jj-       Careful     examination 
showed  no  signs  of  iritis,  &c.,  for 
8  days,  when  ker.  punctata,  iritis, 
and    opacities    in   vitreous    were 
found. 

L.  10  years  after  injury  of  R.  (April, 
1871)"  severe   acute  "plastic  iritis 
and  opacities  in  vitreous  ;  haze  of 
lower  part  of  cornea. 

L.  Pain,  photophobia,  and  watering, 
and  dimness  2  weeks  after  opera- 
tion on  R.  When  readmitted  2 
mouths  after  operation  (Nov.) 
severe  plastic  iritis  with  exclu- 
sion or  occlusion  of  p. 

4 

Excision  1  week  after  onset  of  sym- 
ptoms in  L. 

R.  Not  allowed  to  be  excised  till 
December,  after  several  relapses. 
Immediate   and   lasting  improve- 
ment. 

Excision  ef  R.  refused  for  several 
weeks  after  readmission. 
L.  steadily  improved  after. 

5 

6 

Pilocarpine  injections  and  mercury 
both  before  excision  and  for  some 
time  afterwards.     Improved  from 
not  counting  fingers  to  seeing  per- 
fectly ;  synechife,  spots  on  cornea, 
opacities  in  vitreous,  and  changes 
at  0.  D.   all  disappeared,  and  V. 
returned  perfectly. 

Atropine,  local  blood-letting,  calo- 
mel.    IS'early   well    in   a  "month, 
but  several  "relapses  during  next 
few  months,  during  which  R.  was 
usually  congested. 
R.    excised   in   Dec.,   1871,    and 
after  that   until  date  of  writing 
(summer,  1872)  no  recurrence. 

Energetic  treatment,  including  mer- 
cury. V.  improved  from  fingers 
at  10"  at  date  of  readmission  to 
-^  2  months  after  excision  of  R. 

7 

8 

2  weeks  (?).  Nature  of  early  sym- 
ptoms, however,  not  quite  con- 
clusive. 

9 

10  years.    Exciting  eye  said  to  be 
quiet  when  sympathetic  eye  began, 
but  became  irritable  afterwards. 

10 

Short  interval.    Quiet,  short,  rather 
severe  attack. 

Very    long   interval ;    severe    but 
favourable  attack. 

11 

Exciting  eye  nearly  quiet;  tender 
and  "  slight  ciliary  congestion." 
Sympathising    eye    quite    qniet 
thj-oughout. 

12 

13 

Wecker  and  Landolt,  Traits,  T  ii, 
p.  332. 

Warlomont,  Inter  Opli.  Congress, 
1872.  p.  21. 

Manfredi,  Int.  Oph.  Congress,  1880, 
Appendix,  p.  1. 
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1 

148.                                    M.     21. 

149.                                  M.    17. 

150.                              M.    Adult. 

2 

R.  May   IStli.— Contused  pciforiit- 
ing  wouud  witli  prolapse  of  iris  at 
edge  of  cornea;    wound  and  dis- 
placement of  leus. 

June  2nd. — Scoop  extraction. 

June  16th,— Quiet;  V.  J^ ;  dis- 
charged. 

June  23rd.— Came  again;  eyestill 
quiet. 

L.  Large  wound  by   piece  of  hot 
iron  (Oct.  28tli,  1875). 

Seen  1   monlli  later.     T.  — ,  ten- 
der, iris  in  wouud.    E.xcisiou  re- 
fused.    R ,  no  symptoms. 

A  week  later  (5  weeks)  excised  ; 
f.  b.  found  in  eye  (Dec.  4tb). 

R.  Wound  by  piece  of  iron ;  irido- 
choroiditis  and  blindness  (summer 
1882). 

Excised  when  first  seen  2  months 
later. 

3 

L.  July  23rd  (9— lU  weeks  Irom  in- 
jury)      Papillitis  with  V.  n.  and 
no  symptoms. 

Aug.   21at. — 0.   D.   clear  agam, 
but    on     Sept.     Hh    punctiform 
opacities  in   cornea  ("  superficial 
and    also  deeper");    tenderness; 
no  synechiae. 

R.  V.   failed    just  after    a  month 
from  accident. 

A  week  later  (Dec.   4thl,   early 
irido-cyclitis  with  much  muddiness 
of  iris  and  p.  and  ha?e  of  vitreous. 
V.  =  large  olijects  only.    No  pain 
or  tenderness. 

L.  Irido-cyclitis  (when  first  seen, 
=  summer  1882 1.  Discharged 
2  months  later.     No  details  of  V. 

Nov.,  1883  (15  mouths  after 
onset). — Relapse  4  months. 

Mar.,  1884.— V.  i 

June,  1884.— V.  i. 

Oct.,  1884.— Ulcer  of  cornea, 
uveal  tract  perfect. 

No  clear  evidence  of  any  effect. 

4 

Not  excised. 

R.  Recovered  perfectly  after  exci- 
sion of  L.  (1876  last  note). 

5 

6 

No  later  note  of  eye  after  Sept.  4th. 

No  note  of  treatment,  but  in  next 
vol.  is  a  note  that  eye  completely 
recovered 

Nearly  perfect  recovery. 

7 

8 

9 

10 

Moderate  interval.    Acute  but  not 
very  severe  attack. 

11 

Papillitis    ("  distinct    papillitis ") 
was  first  symptom . 

R.  Certainly  insidious;  failure  of 
v.  the  only  symptom  named.     L. 
seems  also  to  have  been  quiet. 

12 

13 

Died  soon  after  last  visit  of  "  N'erven- 

fleber."    ?  Meningitis.   ?  Syphilis. 

Frankel,  Centralbl.  f.  A.,  1884, 43. 

Warlomont,  Ann.  d'Oc,  1876,  T.  75, 
p.  31,  and  T.  76, 151. 

Rogman,  Ann.  d'Oc,  1884,  Oct.— 
Dec. 
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1 

151.           Sex?    Senile.    Gouty. 

152.                                   y.    72. 

153.                                  M.    11. 

2 

R.  Cataract  extracted,  June,  1879. 
Intense  iritis  lasting  till  October. 
After  second  operation  in  March, 
1880,  V.  =  fingers  at  25  cm. 

R.  Cataract  extraction  with  iridec- 
tomy, March,  1878.     Some  iritis. 
Juiie. — Needled.      Did  well  and 
in  3  weeks  quiet  with  good  V. 

L.  April,  I860.— Wounded  by  piece 
of  gun-cap ;  loss  of  V.  and  shrink- 
ing of  eye  followed.    Quiet  for  -1 
years;   then,  without   cause,   be- 
came painful  and  red  (Nov,  1864). 
Excision  refused. 

3 

L.  Sympathetic  iritis  about  Oct., 
1879,  mild  at  first,  but  got  worse 
and    completely     destroyed    eye. 
Excised  in  spring  of  1880. 

L.  July,     1878—1     month     after 
needling  R.,  ciliary  injection. 

2  months  later  (3  months  from 
needling)  definite  iritis  with  hazy 
cornea    and    aqueous    and    pain. 
Malignant  progress  with  intervals. 
Feb.,  1879  (7  months  from  onset) 
excised. 

R.  V.  failed  8  days  after  onset  of 
symptoms  in  L.  (Nov.,  1884) ;  in 
a  few  mouths  no  p.  1.,  eye  hard, 
capsular  cataract  but  no  synechite, 
p.  small  and  hardly  dilatable. 
Details  insufficient,  but  general 
features  of  attack  fairly  character- 
istic. 

4 

Not  excised. 

5 

No  second  operation  done  till  sym- 
pathetic eye  was  lost. 

6 

At  first  leeches  and  atropine.    Iri- 
dectomy a  few  days  before  excision. 

7 

8 

9 

4  years.    Exciting  eye  relapsed  a 
week  before  symptoms  in  other. 

10 

Long  interval.    Severe  attack  (as 
to  v.). 

11 

L.  (Sympathetic  eye)   began    with 
slight  ciliary  injection,  but  little 
notice  was  taken  of  it  for  2  months, 
when  iritis  was  declared.     R.  (ex- 
citer) quiet  and  good  throughout. 

12 

13 

Galezowski,    'Rec.    d'Oph.,'  1880, 
652. 

Galezowski,   'Rec.    d'Oph.,'   1880, 
p.  651. 

Ledoux,  '  Tbfese,'  p.  70. 
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1 

154.                                    M.    26. 

155.                                    M.    26. 

156.                                     F.    36. 

2 

R.  Wounded,  no  f.  b.  left  in.  V.  failed. 
1  year  later,  attempted  iridectomy 
with  slinht  resulting  improvement 
of  V.     Blow  on  eye  6  weeks  after 
operation   causing   complete   loss 
of  remaining  V. 
Seen,  set.  31,  6  years  after  wound. 

L.  Perforating  ulcer  of  cornea  caus- 
ing almost  total  anterior  synechia 
and  commencing  shrinking.    V.  = 
p.  1.,   and   eye   remained   tender. 
Excised  5  nio"utlis  after  ulcer. 

L.  Iridectomy  for  glaucoma,  Oct. 
9th,  1862.  cataract  with  movable 
("loose")  lens  having;  been  known 
of  for  2  years  previously.  Pain 
temporarily  relieved;  then  irido- 
cyclitis. Eye  excised  Nov.  12th 
(1  week  after  onset  in  R.). 

3 

L.  Began   to   fail  very  soon  after 
blow  on  R.    Rapid  course,  malig- 
nant, in  3  months  V.  =  p  1.  (inly 

R.  Slight   serous    iritis   began   3 
months  after  ulcer  of  L.      Slow 
increase  of  disease  till  V.  =  only 
large  letters.     Then  almost   sta- 
tionary for  some  time. 

R.  Acute  irido-cyclitis  began  Nov. 
5th,  1882.  Moderate  but  recur- 
ring. In  3  mouths  quii-t  with  V.  \ 
and  post,  synechia.  No  relapses 
since  till  date  of  note  (1876).  Seen 
repeatedly. 

4 

Apparently  was  not  excised.    (No 
positive  statement  in  original,  but 
context  implies  presence  of  R.). 

L.  Excised  about  2  months  after 
onset  in  R.    "Immediate   effect 
not  marked." 

L.  Excised  1  week  after  onset  in 
R.    Doubtful  effect. 

5 

6 

Nearly  4  years  after  onset  V,  = 
p.l 

No  note  except  of  excision  of  ex- 
citing eye. 
Sympathising  (R.)  eye  improved 
very  slowly  some  time  after  ex- 
cision  of  L.   and  9  months  after 
e.\cision  (11  months  after  onset). 
V.  =  ordinary    print    fairly,   a.  c. 
shallow,    thin    membrane    in    p., 
cornea  nearly  clear. 

Iridectomy  on  R.  (sympathetic  eye) 
at  same  time  as  excision  of  L. 
(exciting  eye).  Symptoms  got 
milder,  but  recurred  several  times. 
Quiet  with  post,  syuechiae  in  3 
months. 

7 

8 

27  days  (Oct.  9th  to  Nov.  5th). 

9 

14  months  after  accidental  wound. 
6 — 8  weeks  after  iridectomy.  1 — 2 
weeks  (?  less)  after  blow  on  eye 
and  lids. 

10 

Short  interval;  sharp  rather  short 
attack;  good  result. 

11 

Began  very  insidiously  in  sympa- 
thising eye,  but  exciting  eye  was 
tender  at  time  of  onset. 

12 

13 

Laqueur,  1869,  p.  21,  Case  2. 

Laqueur,  1869,  p.  28,  Case  6. 

Rossander,  1876,  Case  1  (p.  9). 
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1 

157.                                   F.    42. 

158.                                  M.    42. 

159.                                   F.    34. 

2 

L.  Corneal  abscess  and  hypopyon, 
Nov.  1st,  1866. 

Nov.  9th. — Iridectomy. 

Dec.  4th. — Second  ividectomv. 

Jan.  16th,  1867.— Excised  when 
S.  0.  began  in  R. 

L.  Wound  by   chip   of  stone   and 
wadding  from  small  cannon  ;  trau- 
matic cataract  and  cyclitis  when 
seen,  Aug.  1st,  1870. 

Aug.      11th. — Lens      extracted. 
Healing  good,  but  pain  continued 
and  eye  got  blind. 

Excised  Oct.  4th. 

R.  Blow  by  twig  of  tree  in  spring 
of   1873.      Some    pain    (but    not 
severe)  and  V.  was  lost. 
Aug.  4th,  1874.— Excised  for  S.  0. 
in  L.     Sarcoma  found  size  of  pea 
on  ciliary  body.     No  note  of  per- 
foration or  scar. 

3 

R.  Acute  irido-cyclitis  Jan.  16th, 

1867. 

3  months  hiter  (after  iridectomy) 
fair  V.  and  good  p. 

R.  Irido-cyclitis  between  Aug.  and 
Oct.  (exact  date  not  given). 
Slow  recession,    and   6    months 
from  onset  (March,  1871)  V.  =  i. 

L.  Irido-choroiditis  set  iu  about 
July  13th,  1874  (15  months  after 
injury). 

Seen  2  wet-ks later;  severe  attack 
with  much  lymph  in  p.  and  T.  — . 
Congestion.     Slowly  improved. 

4 

Disease  in  R.  "  at  once  checked  " 
after  excision  of  L.,  but  recurred 
several  times. 

L.  Excised    after    (?  exactly    how 
long)  onset  in  R. 
No  apparent  effect. 

No  definite  effect  except  gradual 
cessation  of  congestion. 

6 

6 

Besides  excision  of  L.,  iridectomy 
done  in  R.  (sympathetic  eye)  2| 
months    after    onset    (Apr.    2iid, 
1867).       When     discharged      V. 
"  pretty  good  "  and  p.  very  good. 

Symptoms  disappeared  very  slowly 
in  R.,   but  in  6    months   (Mar., 
1871)  V.  with  -1-  ^V  =  i- 

L.  Eye  became  quiet,  and  on  dis- 
charge 6  months  after  onset  of 
S.  0.  vitreous  still  hazy  and  V.  = 
large  objects. 

7 

Doubtful  whether  S.  0.  was  caused 
by  first  or  second  operation  on  R. 

Question  of  perforation  not  men- 
tioned, but  no  reason  to  infer  that 
perforation  had  occurred. 

8 

9 

14  or  15  months. 

No  note  of  exact  state  of  exciting 
eye  when  S.  0.  began. 

10 

11 

L.  (sympathetic  eye)  said  to  have 
begun  insidiously,  but  2  weeks 
later  there  was  severe  congestion 
and  free  exudation. 

12 

13 

Rossander,  Case  23, 1876. 

Rossander,  Case  60, 1876. 

Rossander,  Case  102, 1876. 
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M.    45. 


R.  Wound  in  ciliary  region  by  chip 
of  iron ;  became  blind  and  was  ex- 
cised about  3  weeks  later  (March 
12th,  1875)  for  sympathetic  oph- 
thalmitis of  L. 

Suppuration  of  vitreous  with  f.  b. 
embedded  in  it. 


L.  Pain  began  2  weeks  after  injury 
to  R.  1  week  later  (3  weeks  from 
injuiy)  irido-choroiiiitis  and  V. 
=  5>5  (March  12th,  1875). 


No  proof.    Case  incomplete  after 
excision. 


L.  Improved  after  excision  ot  R., 
but  notes  only  extend  over  2  weeks. 
When  discharged  (March  24th, 
1875)  V.  had  improved  to  \  ; 
synecliia\     No  later  note. 


3  weeks  at  moat ;  probably  2  or  2|. 


Very  short  interval.    Sharp  severe 
attack. 


Rossauder,  No.  104,  1876. 


VOL.  VI. 


161. 


M.     8. 


162. 


Sex.    6. 


L.  Wound  by  knife  (June,  1877); 
eye  shrank.  Seen  3  years  later, 
ast.  9,  and  excised. 


R.  Aug.,  1878.— Wound  at  edge  of 
cornea  witli  sharp  iiwl.  Seen  5 
weeks  later.  Prolapse  and  incar- 
ceration of  iris  and  inflammation  of 
vitreous  in  track  of  wound,  but  no 
wound  of  lens.  V.  =  fingers  at  1-2  feet.  Improvement  under  treat- 
ment. Vitreous  cleared,  and  V.  =  fingers  at  10  feet.  Soon  recurrence 
of  inflammation  and  V.  deteriorated  to  p.  I. 

Neurotomy  2  months  after  admission. 

Excision  2^  years  (May,  1881)  after  neurotomy ;  eye  shrunken. 


May,  1881.— Failure  ot  L.  for  6 
weeks.  Iritis,  "  with  every  appear- 
ance of  sympathetic."  IVfembrane 
in  p.,  numerous  synechise,  iris 
discoloured  and  vascular;  fundus 
barely  visible  ;  V.  =  -Jf-. 


Excised  6  weeks  after  onset  of  sym- 
pathetic inflammation. 


Neurotomy  3  months  after  injury. 


No  note  of  progress  alter  excision 
of  exciter. 


R.  Inflamed  about  2  years  after 
injury  to  L.  Seen  a  year  later  (3 
years  after  injurv)  and  results  of 
severe  plastic  iritis  found ;  still 
rather  irritable ;  T.  —  1. 


L.  Not  excised  till  a  year   after 
onset  in  R. 


Long  interval.    No  note  of  recur- 
rence of  symptoms  in  exciter. 


2  years  after  onset  (July,  1881)  the 
first  of  four  operations  on  R.  for 
artificial  Ipnpil,  extending  over 
more  than  4  years.  After  the  last 
(.March,  18S3),  (lens  having  been 
removed)  sees  hands  of  watch  with 
glasses.  Oph.  grey  mass  of  con- 
nective tissue  overO.  D. 


2  years  or  nearly. 


Long  interval.    Severe  attack. 


Leber,  A.  f.  0.,  xxvii,  1,  339 


Gutmann,  HirscUberg's  Centralbl., 
1883,  p.  53. 
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1 

163.                                    M.     25. 

164.                                  M.    20. 

165.                                      M.    8. 

2 

L.  Wound  in  ciliary  region  by  piece 
of  wood.      2  weeks    later    seen ; 
opaque    mass,    like    encapsuled 
blood,  in  vitreous. 
39th    day. — Excision.      Vitreous 
detached,  opaque,  and  shrunken ; 
ciliary  body  thickened. 

L.  Wound  of  cornea   and  lens  by 

chip     of    metal;    lens    extracted 
within  2-1  hours.     Discharged  in  8 
days, 
tiame   bark   on    25th    day  from 
injury  with  severe  iritis  and  large 
vessels  in  iris.    Excised. 

L.  Wound  at  edge  of  cornea  by 
nail ;  prolapse  of  iris,  which  healed 
in  3  weeks.  Quiet,  and  V.  u. 
Then  (exact  interval  not  given) 
severe  blow  reopening  the  wound 
and  going  to  subacute  iritis  with, 
finally,  complete  occlusion  of  p. 
Excision. 

3 

R.  38th  day  (1  day  before  excision) 
pain  and  ciliary  congestion.   Then 
acute  iritis  relapsing  many  times, 
and  at  last  with  T.  +.     Complete 
recovery  (V.  1-^  Sn.)  in  a  year,  with 
total  post,  synechise,  shallow  glau- 
coma cup,  and  some  +  T.  Choroi- 
ditis patches  in  lower  part. 

R.  Iritis  present  on  readmission  on 
2Sth  day.     Severe  attack. 
1  year  later  V.  J-;   cornea,  p., 
and  vitreous  cloudy.    Then   slow 
improvement.     15    months    after 
accident  V.  /j. 

R.  Iritis  began  when  L.  had  been 
inflamed  some  time  by  the  second 
injury.    Went  to  complete  occlu- 
sion of  p. 
8  years  later  cannot  count  fingers. 

4 

L.  Excised  the  day  after  symptoms 
had  begun   in  E,.,  yet  a  severe 
attack  occurred. 

Apparently  no  effect. 

Slight  temporary  improvement 
only. 

5 

6 

Repeated  mercurial  inunctions  to 
salivation,  with  atropine,  darkness, 
and  sometimes  pilocarpine,  &c. 

No  note. 

7 

8 

Onset  not  more  than  3  weeks  after 
injury. 

9 

Interval    not    exactly   stated,   but 
seems  not  to  have  been  long. 
Second  injury  seems  to  have  been 
the  real  cause. 

10 

Short  interval.    Bad  attack. 

11 

12 

Lashes  of  right  upper  lid  became 
quite  white  within  a  year  of  acci- 
dent.   No  other  hairs  anvwhere 
bi,  Zeheuder's  Monatsbl.,  1874, 153. 

13 

Krause,    Hirschberg's    Centralbl., 
1881,  7. 

Colsmaun,  Klin.  Monatsbl.,  1869, 
p.  49. 

on  either  side  of  head  did  so.    Jacc 
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1 

166.       M.  about  16  (apprentice). 

167.                                    F.  (old). 

168.                                     F.     18. 

2 

L.  Large    wound     across    cornea. 
Seeu  2  weeks  later;   suppirrative 
keratitis;  refused  excision.    Ener- 
getic treatment.    Excision  about 
7  weeks  after  wound. 

?  Which  eye,   extraction   of  senile 
cataract ;    prolapse  ot     iris   with 
irritation ;  after  some  weeks  eve 
quiet,  and  V.  |g,  and  2  J.     Finally 
T.  —  and  V.  only  p.  1.  Not  excised. 

L.  Purulent  ojilithuljiiia;  2   weeks 
later    perforating   ulcer;    shrink- 
ing.   Quiet  6  weeks  after  perfora- 
tion ;  but  2  weeks  later  (2  mouths 
after  perforation)  became  very  red, 
tender,  and  watery. 

3 

R.  About   6    weeks    after    injury, 
slight  follicular  conjunctivitis  for 
a    few    days.     1    week    later    (7 
weeks),  congestion   of  large  con- 
junctival vessels ;  opacities  in  vit- 
reous ;  T.  slightly  — ,  p.  and  ace. 
normal.  V.  normal.  No  iritis.  Cor- 
nea clear. 

Other    eye    quiet    iritis    (circular 
synechise  and   increasing  failure 
of  v.,  apparently  no  congestion). 
(Immature    cataract.)       Interval 
not    precisely    stated ;    "  2    days 
after  discharge  from  ward,"  and 
several  weeks  after  operation. 

R.  Purulent  ophthalmia    with   L., 
but  no  damage  to  cornea ;  reco- 
vered perfectly  in  a  month. 
8  weeks  after  perforation   of  L. 
(10  weeks  after  onset  of  purulent 
ophthalmia)   subacute   iritis   with 
dots  on  cornea  and  post,  synechise ; 
it  came  on  with  relapse  of  irrita- 
tive symptoms  in  L. 

4 

L.  Excision  permitted  as   soon  as 
symptoms  began  in  R. 
"R.  got  no  worse. 

L.  Excised    immediately      disease 
recognised  in  R.    Apparently  good 
effect. 

5 

Iridectomy  when  iritis  in  sympa- 
thising eye  was  found.    No  result. 
Finally  T.  -.     V.  only  p.  ]. 

6 

Inunction  before    excision ;    then 
excision. 

Complete  recovery  with  clearing 
up  of  vitreous  ;  never  any  iritis. 
V.  was  never  affected. 

1  month    after    onset,  vitreous 
normal. 

Iridectomy,  apparently  quite  easy; 
no  benefit. 
Finally  T.  -.     V.  only  p.  1, 

Energetic  treatment  with  atropine 
besides   excision  of  exciting  eye. 
Recovered  well  with   hardly  any 
defect  of  V.   and  synechise  gave 
way. 

7 

8 

9 

Moderate  interval.      But  exciting 

eye,  which  had  been  quiet  for  a 

;d  up  just  before,  or  when  sympa- 

month  or  more,  became  again  light 
thetic  inflammation  began  in  R. 

10 

Rather  short  interval ;  very  mild 
attack. 

11 

Both  seem  to  have  been  quiet  when 
sympathetic  disease  began ;    cer- 
tainly sympathising  eye  was  so. 

12 

13 

Schmidt,  Klin.  Monatsbl.,  xii,  183, 
Case  2.     (Frost,  26.) 

Klein,  Zehender's  Klin.  Monatsbl., 
xii,  334  (1874). 

Meyhofer,    Zehender's    Monatsbl., 
1877, p.  102.  Was  it  gonl. -rheum.  ? 
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169.                        M.    ?  About  16 
("  Apprentice.") 

170.             M.    ?  Age  ("  a  boy  "). 

171.                                    M.    29. 

L.  Large  wound  at  sclero-coriieal 
junction  by  file ;  traumatic  cnta- 
ract,  eyelash  m  a.  c. 
After   temporary   quieting  fresh 
congestion   and   extreme   tender- 
ness,  and    excised    on   25th  day 
after  injury. 

R.  Perforating    wound ;     eye    en- 
larged and  became  blind,  but  re- 
mained quiet  for  3  years.      Then 
became    red     and    painful,    and 
shrunk. 

L.  Rupture  of  sclerotic,  prolapse  of 
ciliary  body,  and  escape  of  vit- 
reous, and  probably  of  lens. 
Wound  tender  and  prominent  for 
a  time ;  finally  quiet  with  V.  Jg. 
Not  excised.    No  operation. 

R.  Became  congested  on  29th  day 
alter  injury  (4Ui   after  excision). 
'Next   day   post,   synechiae.     34th 
day  after  injury  small  hypopyon ; 
then   steady  improvement.     Mild 
attack. 

L.  Became    irritable    and   V.   im- 
paired when  R.  relapsed  3  years 
after  injury.     When  seen  a  year 
later  advanced  iritis. 

R.  5  weeks  after  injury  irritation, 
tenderness,  then  iritis  ;  T.  at  first 
+,  then  n. ;  symptoms  got  to 
height  in  about  2 J  weeks,  with  V. 
reduced  to  i. 

R.  Excised  a  year  after  onset  of 
sympathetic  iritis. 

Atropine,      mercury      (inunction), 
leeches. 
Active  symptoms  soon  passed  off. 
On  81st  day  after  injury  (about 
60th   after  onset)  quite  "well,  no 
synechise,  V.  n. 

No  note. 

Leeclies,  mercury,  and  atropine 
without  result. 

3  weeks  after  onset  large  iridec- 
tomy, iris  much  swollen,  lair 
coloboma  remained  after  some  con- 
traction. Iritis  subsided  quickly, 
and  in  5  weeks  from  operation 
V.=  l.  No  relapse  after  a  long 
interval. 

3  years.  Sympathetic  inflammatiou 

came  on  during  a  relapse  of  inflara- 

sciting  eye.     No  such   relapse  had 

mation,  with  slirinking  of  the  e 
occurred  before. 

Short  interval.  Sharp  but  short 
attack. 

R.  Sympatlietic  inflammation  began 
acutely  on  4tli  day  after  excision. 
It   bad   been   noted    as    quite    n. 
5  days  before  excision  of  L.,  but  its 

state  on  dav  of  excision  is  not  noted. 

Schmidt,     Zehender's     Klin.    Mo- 
natsbl.,  xii,  178,  Case  1  (1874). 

V.  Graefe,  A.  f.  0.,  iii,  ii,  44.4  (1857). 

v.  Graefe,  A.  f.  0.,  xii,  ii,  159. 
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1 

172.                                  M.    50. 

173.                                    M.    35. 

17  i.                                  M.    Si. 

2 

L.  Pt-rfovating  wound  of  cornea  and 
sclerotic   by  wood.     Shrank  with 
severe  inliammatory  symptoms  and 
puiri  in  a  week. 

E.xcised    8  weeks   after  injury ; 
retina  and  ciliory  body  detached; 
awellinga  on  two  ciliary  nerves. 

L.  April,  1864. — Downward    scoop 
extraction  of  calcified  lens  dislo- 
cated into  a.  c.     Loss  of  vitreous. 
Blind  from  childhood. 
Prolonged  congestion  and   great 
tenderness,  but  no  superficial  in- 
tiammation ;  ciliary  pain  and  hie- 
morrhage  into  a.  c. 

R.  Wounded  deeply  and  F.  B.  re- 
tained in  eye. 

.\  year  later  (Oct.,  1863,  Ect.  4J), 
eye    shrunken    and    very   tender, 
but  not  painful  spontaneously. 

3 

R.  "  Plastic   iritis    6    weeks    after 
injury."     Severe   iritis  with   cuii- 
};estion  and  tenderness,  but  media 
clear  and   no   neuritis;    2   weeks 
after  onset  V.  ^.    Finally  V.  i^. 

R.  Quite   well   till    6   weeks  after 
operation  on  L.,  then  rapid  failure 
of  V.    with    dilfuse  retinitis   (on 
second   day  after   failure   began), 
soon  followed  by  keratitis  punctata 
and  paralysis  of  accommodation. 
No  pain. 

L.  About  a  year  after  injury  of  R., 
subacute  plastic  iritis  with  mem- 
brane in  p.,  cystoid  bulging,  and 
enlarged   vessels.      Symptoms  at- 
tained  maximum   4   weeks    after 
excision  of  R. 

4 

L.  Excised  2  weeks  after  onset  in 
R.    No  obvious  result. 

R.  Excised  Oct.,   1863,  very  soon 
after  onset  in  L.    No  effect. 

5 

' 

6 

Mercury  by  skin  and  mouth,  bleed- 
ing, &c.    Iridectomy  5  weeks  after 
onset    (=    about    3    weeks    after 
e.xcision  of  exciting  eye) ;  moderate 
but  prolonged  reaction ;  6  weeks 
after  operation  eye  quiet.    A  year 
afterwards  V.  !§. 

Bleeding,  calomel,  and  iodide   of 

potassium. 
After    several    weeks,    improve- 
ment, and  2^  months  after  onset 

V.    =    i. 

Disseminated  spots   of  choroidal 
change  appeared  towards   end    of 
case.     State  of  vitreous  not  men- 
tioned. 

Atropine  and  calomel. 

Symptoms  reached  maximum   4 
weeks  after  excision  of  R.,  then 
very  slowly  receded.     1  year  and 
again  2  years  after  onset  iris  had 
become  flat ;  at  last  note  some  post, 
polar     cataract     developing,     V. 
lingers. 

7 

8 

9 

12  months.    Exciting  eye  e.xtreraely 
tender    to    touch,    but    no    note 
whether  this  had  come  on  lately 
or  been  present  throughout. 

10 

Short  interval.    Mild  attack. 

Long    interval.      Severe    but    not 
destructive  attack. 

11 

No     pain    in    sympathising    eye, 
but  symptoms  (amblyopia)  began 
rapidly. 

12 

13 

Uhthoff,  A.  f.  0.,  29,iii,  187  (1883). 

V.  Graefe,  A.  f.  0.,  xii,  ii,  171. 

v.  Graefe,  A.  f.  0.,  xii,  li,  166. 
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1 

175.                         ?  Sex.    ?  A.ge. 

176.                        M.  ?  About  10. 
(10  years  later  "  young  man.") 

177.                                   M.    14. 

2 

?Eve. 

Subacute  irido-cyclitis  after  in- 
jury, T.  — ,  p-  occluded. 
Date  of  injury  and  its  character 
not  given. 

?  Which  eye.     Lost   by   injury   10 
years  before  admission. 
Ko  details  of  present  condition. 

L.  Wound.    6  weeks  later  serous 
iritis  (ker.  punctata  with  posterior 
synechise)   and  V.  fell  to  fingers 
badly.    In  a  few  weeks  improve- 
ment of  V.  to  7,  and  all  irritation 
disappeared. 

3 

Other     eye     "  became    affected    2 
months  later  "  (?  3  months  after 
injury    to    exciting    eye).      Iritis 
may  "be  inferred,  and   secondary 
cataract,  but  no  details. 

10  years  after  injury  other  eye  took 
on  iritis  with  congestion;   severe 
attack  with  large  vessels  in  iris, 
and  much  membrane. 

R.  Serous  iritis  coming  on  after  all 
symptoms  had  ceased  in  L.     Mild 
attack. 

4 

Exciting  eye  excised  a  few  days 
after  onset  in  sympathising  eye. 
Temporary  check  of  sympathetic 
iritis  (for  a  few  days  only). 

5 

6 

Lens     extracted     and     membrane 
lacerated;   later  repeated  iridec- 
tomies. 
After  8  months'  treatment  V.  =  i 

Iridectomy  1  month  after  onset,  and 
twice  more  in  the  first  4  months 
without  result;    T. -.      2   years 
later  T.  n. ;   atrophic   patches   in 
iris,  incomplete  cataract.     Linear 
extraction  and  excision  of  tough 
membrane ;    capsule    needled    a 
year  later,  and  then  V.=:i. 

R.  Recovery    complete   in    a   few 
weeks. 

7 

8 

9 

10  years.    No  note  of  state  of  ex- 
citing eye  (?). 

10 

Very  long  interval;  severe,  but  not 
fatal,  attack. 

11 

Sympathising  eye  did  not  begin  till 
all  symptoms  had  ceased  in  ex- 
citing eye. 

12 

13 

v.Graefe,  A.  f.  0.,  xii,  ii,  157. 

V.  Graefe,  A.  f.  0.,  xii,  ii,  166. 

Samel3ohn,(.Mauthner,Vortrageaus 
d.  ges.  Augenheilk.,  i,  p.  88;. 

Details  o"f  wound,  and  of  attack 
in  R.,  and  exact  intervals,  wanted. 
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1 

178.                                     M.    9. 

179.                                  M.    19. 

180.                                    M.    15. 

2 

L.  Wound  at  sclero-corneal  junc- 
tion. 
Excised  1  month  later. 

L.  Injured   by  wire.    After  severe 
inflammation,    large    ciliary    and 
corneal  stapliyloma  formed ;    eye 
remained  subject  to  inflammatory 
attacks. 

JEt  59,  after  a  blow,   the  eye 
inflamed,  the  staphyloma    burst, 
and  eye  shrunk  and  became  quiet. 

Seen  3  to  1  months  later. 

L.  "  Lost "  by  severe  blow  by  large 
piece  of  coal.    After  a  few  weeks, 
no  more  trouble  till  45  years  later 
(Eet.  60),  when  a  aliglil  inflamma- 
tory and  irritative  attack  occurred. 
Excised  a  few   weeks  later,  ossi- 
fication of   choroid,  &.C.,    cornea 
opaque. 

3 

R.  Moderately    severe    iritis    with 
papillo-retinilis.     V.    sinking   to 

R.  Iritis    and    retinitis    set    in    3 
months    after    the  bursting    and 
shrinking  of  L.    (40    years    after 
original  injury). 
Moderate  plastic  iritis. 

R.  5  weeks  after  the  slight  attack 
in  L.,  and  45  years  after  injury, 
sharp,  severe  iritis. 

4 

L.  Excised  about  2  days  after  onset 
in  R. ;  no  effect. 

L.  Excised  when  seen  2  weeks  after 
onset  in  R. 

5 

L.  Excised  when  first  seen  3  weeks 
after  onset  in  R. 

6 

R.  V.  remained  at  -^  when  last 
seen,  many  months  after  onset. 

Only  kept  in  hospital  6  days  after 
e.xcision. 

R.  Iritis  soon   passed  off  and   sy- 
nechia; broke  down ;    6    months 
later  V.  |^,  but  retinal  veins  still 
tortuous. 

R.  Rapid  improvement  after  exci- 
sion ;  synechia  broke  down,  and 
vitreous  cleared,  but  some  retinitis 
remained.    Soon  lost  sight  of. 

7 

"So  mention  of  scar  in  L.,  either 
before  or  after   excision  ;  cornea, 
iris,  lens,  &,c.,  showed  much  old 
structural  changes ;  choroid  ossi- 
fied, old  cyclitic  membrane. 

8 

9 

40  years  after  first  injury ;  3  mouths 
after    spontaneous    rupture    and 
shrinking. 

45   years.     L.  Attack  of  irritation 
(the  first  attack  since  the  injury)  a 
lew  weeks  before  onset  in  R. 

10 

11 

12 

13 

Pooley,  Knapp's  Archives,  ii,  285. 

Pooley,  Knapp's  Archives,  ii,  288. 

Knapp,  Knapp's  Archives,  ii,  9. 
Unlike  sympathetic  iritis.     Other 
causes  not  mentioned. 
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1 

181.                                    M.     14. 

182.                                    M.     38. 

188.                                  M.    21. 

2 

L.  Wound  at  sclero-corneal  junc- 
tion by  rebounding  hoop;  prolapse 
of  iris.    Vitreous  opaqne  next  day. 
Did  well  for  5  weeks,  then  severe 
iritis  and    hypopyon.       Recovery 
in  a  few  weeks  with  V.  =  i,  and 
fixed  membrane  in  vitreous.     13 
months  later,  in  same  state. 

R.  Rupture  by  blow,  \  of  circum- 
ference inner  side,  close  to  sclero- 
corueal  junction.     Soon  quiet. 
When  seen  3  montlis  later,  iris 
had   disappeared,  lens  dislocated 
under   conjunctiva  over  rupture. 
Finally,  with  cataract  glasses,  V. 
=  a  and  21  Sn. 

L.  Lost  by  suppuration  of  cornea. 
Glass  eye  worn  over  shrankcn 
stump  for  many  years. 

3 

R.  About    0    weeks    after   injury. 
Serous  iritis  with  syuechiae ;  vit- 
reous and  fundus  normal.    Com- 
plete recovery  in  a  month. 

L.  Failure  with  pain  6  weeks  after 
injury.     Severe  plastic  iritis  witii 
secondary  glaucoma    and    finally 
only  p.  1.    Iridectomy  aitempted. 

R.  V.  failed  with  neuro-retinitis, 
thought  to  be  renal,  14  years  after 
loss  of  L.  3  weeks  later,  irido- 
choroiditis  ending  in  +  T.,  and 
total  blindness. 

4 

L.  Stump  excised  about  3  weeks 

alter  onset  oi  laiiiu-e  or    v.  inn. 
(and  as  soon  as  sympathetic  nature  of  attack  was  recognised.)    No  effect ; 
complete  anterior  synechia  and  conversion  of  cornea  into  seal'  tissue. 

5 

6 

Treated  as  in-patient  for  a  mouth 
after  onset  of  sympathetic  iritis. 
Complete  recovery  without  exci- 
sion. 

7 

No  positive  information  given  as  to 
wound  of  conjunctiva.     Retention 
of  dislocated  lens  under  conjunc- 
tiva not  incompatible   with  rent 
in  conjunctiva  leaving  some  fascia 
untorn. 

8 

9 

14  years. 

10 

Rather  short  interval.  Mild  attack. 

Rather  short  interval.    Destructive 
attack. 

Very  long  interval.  Destructive 
attack. 

11 

12 

Ayres,  Knapp's   Archives,  v,  226 
(Case  5J. 

Though  renal  disease  was  sus- 
pected from  the  ophtlialmoscopical 
changes  which  preceded  the  iritis, 
nothing  is  said  as  to  the  urine  ; 
nor  is  dinljctes  nientioni'd. 

13 

Samelsohn,    Knapp's   Arcliives,   v, 
48.      Excision   of    L.   was   ur^ed 
when  R.  began,  but  was  refused. 

Alt,  Knapp's  Archives,  v,  456. 
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1 

181.                                    M.     46. 

185.                                      M.     2. 

1^6.                                   M.    40. 

2 

R.  Wound  at  lower  inner  part  by 
chip.     Very  soon  became  quiet  anil 
slinink.     l5lind  from   moraeut  of 
accident. 

Excised    March   16th,   1876,   4| 
months  after  injury. 

L.  Wound  by  a  pin. 
First  seen  7  years  later  (set.  9) 
witli   complete   synechia,   "irido- 
choroiditis  chronica,"  and  no  p.  1. 

R.  Wound  by  metal  at  sclero- 
corneal  junction  ;  metal  removed ; 
eye  became  blind,  and  p.  occluded. 
Seen  18  years  later.  P.  occluded, 
iris  dravvn  to  scar. 

3 

L.  Beg;an   to   fail   in    V.   gradually 
9  weeks  alter  accident,  especially 
for  distance,  "  like  drops  of  water." 
When  seen  10  weeks  later  severe 
plastic  iritis  with  +  T.,  and  some 
cougestion,  but  no  pain.     Finally 
V.  only  shadows.     Last   note  H 
months  after  onset. 

R.  "Serous"  iritis  began  about  7 
years  after  injury  of  L.    Tempo- 
rary improvement   after   excision 
of  L.  and  ward  treatment.   Severe 
relapse  of  plastic  iritis,  for  which 
iridectomy.     Persistence  of  slow 
plastic  change.     9   months   after 
onset  v.  =  J^-^  and  eye  quiet. 

L.  Severe  sympathetic  iritis  "  soon 
after"   removal   of    foreign   body 
fiom   R.    18  years  later  (tet.  58)  ' 
p.  occluded,  1.  n.,  V,  =  fingers  at  j 
2'.      Iridectomy    upwards    raised 
V.  to  JoV- 

4 

Excised  4^    months   after  injury, 
10  weeks  after  onset   of  sympa- 
thetic 0. 

L.  Excised  soon  after  onset  iu  R. 

No  effect. 

5 

6 

Mercury  to  salivation. 

Iridectomy  during  progress  of  dis- 
ease seems  to  have  done  no  liarm, 
but  the  coloboma  slowly  closed. 

At  end  of  18  years  V.  seems  to  have 
been  as  good  as  state  of  p.  would 
permit. 

7 

8 

9 

7  years. 

10 

Very  long  interval.    Severe  attack. 

11 

Both   eyes   quiet,  thougli    severe 
plastic  and  atrophic  changes  took 
place. 

12 

13 

Ayres,   Knapp's    Archives,   v,   223 
(Case  2). 

Alt,  Knapp's  Archives,  v,  433  (No. 
20). 

Alt,  Knapp's  Archives,  vi,  206  (No. 
12). 
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1 

187.                                                                 M.    57. 

188.                                                                     F.    58. 

2 

R.  Lime-lmru  followed  by  "  Kerato-iritis,"  leading  to 
blindness  (no  p.  1.),  with  occlusion  of  p.  and  bulginjc 
of  iris.    Excised  for  pain  2  years  later;  no  note  of 
state  of  cornea. 

R.  Iridectomy  for  acute  glaucoma  of  3  weeks'  dura- 
tion.    In   2  mouths  eye  still  painful,  with   buljiing 
scar,  cloudy  cornea,  and  no  p.  1.     Now,  optico-ciliary 
neurotomy. 

3 

L.  Severe    inflammation  4  months   after  burn   of   R. 
When  seen    2  years    later  nearly  complete  circuhir 
synechia.    T.  n.,  F.  n.,  V.  ^2_-  raised  to  ,§_  by  upward 
iridectomy. 

L.  (In  which    cataract    extraction   had   been  done  8 
months  before  with  very  good  result   7  years   after 
well-performed   preliminary   iridectomy),  pain,   dim- 
ness, and  severe  plastic  iritis  2  months  after  operation 
for  glaucoma  in  R.    Was  quite  well  at  date  of  opera- 
tion in  R.  =  6  mouths  after  extraction. 

4 

R.  Not  excised  till  long  after  L.  had  become  quiet. 

5 

R.  Optico-ciliai7  neurotomy  about  1  week  after  onset 
in  L. ;  complete  relief  from  pain  in  both  eyes,  lasting 
at  least  7  months  when  last  seen.     Sympathetic  iritis 
seems  not  to  have  lasted  very  long. 

6 

V.  seems,  14  years  alter  onset,  to  have  been  as  good  as 
p.  permitted. 

7  months  after  onset  had  iridectomy  for  artificial  p. ; 
"some  little  sight  retained." 

7 

No  explicit  statement ;  but  there  is  nothing  leading  to 
the  conclusion  that  perforation  had  occurred ;  and  tie 
context  points  against  it. 

8 

9 

10 

11 

12 

13 

Alt,  Knapp's  Archives,  vi,  207  (Wo.  14). 

Chisholm,    Knapp's    Archives,   x,  267.     Sympathetic 

iritis  set  up  (by  iridectomy  for  acute  glaucoma)  in  an 

before,  preliminary  irideetomy  having  been  done  7  years 

eye  from  which  cataract  had  been  extracted  8  months 
previously. 
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1 

189.                                    M.     60. 

190.                                    M.    7. 

191.                                   F.    36. 

2 

L.  Iridectomy  lor  acute  glaucoma 
of  1  month's  duration,  with  pain 
and  no  p.  1.     Pain  relieved  for  a 
short  time,  but  retui'ned,  and  T. 
again  became  +  a  few  weeks  after 
operation. 

R.  Clean  wound  at  corneal  margin 
with  prolapse  of  iris ;  prolapse  re- 
moved and  all  entanglement  got 
rid  of.    Left  wai'd  in  6  days  with 

V.  f9.                                                     • 

3^  weeks  after  accident  hyalitis 
and  mai-ked  neuro-retinitis  ;  then 
severe  iritis  and  V.  sank  to  jij  in 
3  months  from  onset. 

L.  Gonorrhoeal  ophthalmia ;  slough- 
ing of  cornea.     Quiet  for  10  years, 
then    painful.      li.\cised    several 
weeks  after  onset  of  pain  (Feb., 
1873,  let.  1-6).    A  year  later  (Feb., 
187'i),    pain    in   same  orbit  with 
puckering  around  end  of  0.  N. ; 
pain    relieved    by    pressure    into 
orbit. 
Excision  of  stump  of  0.  N. 

3 

R.  Severe  plastic  iritis  setting  in 
9  weeks  after  iridectomy  on  L. 
8  months  later,  quiet  and  waiting 
for  artiticial  p. 
Seen  a  few  days  after  onset. 

L.  Iritis  and  neuro-retinitis,  and  T. 
+  3^  weeks  after  accident,  when 
similar  changes  were  found  in  R. 
Much  opacity  in  vitreous.  3  months 
after  onset  V.  only  yj^.     Seen  very 
soon  alter  onset.   "  18   days  after 
injury,  Knapp  noted  commencing 
post. synechia;  and  diffuse  opacities 
in  vitreous. 

R.  Acute  iritis  a  year  after  excision 
of  L.,  and  coming  on  (Feb.,  1874) 
when  stump  of  L.  0.  N.  got^painful. 
Attack  not  very  long  ;  Ijy  May  all 
symptoms  had  gone  and  V.  was 
good. 
1881  (7  years  after  attack).— Re- 
mains well. 

4 

Not  excised. 

5 

L.  Optico-ciliary  neurotomy  a  few 
days  alter  onset  in  B,.     >fo  return 
of  pain  and  no  accession  of  iritis 
ill  R.     Last  note  8  months  after 
neurotomy. 

Excision  of  remains  of  0.  N.  on  L. 
side  was  done  us  soon  as  the  worst 
symptoms  in  R.  had  subsided. 

6 

V.    probably  to    be    improved    by 
artificial  p. 

R.  Soon  recovered  completely  and 
did  not  relapse. 

7 

8 

3^  weeks  at  most. 

9 

10 

Short  interval.    Severe  attack. 

11 

Onset  seems  to  have  been  quiet  in 
both  eyes,  and  failure  of  V.  from 
neuro-retinitis  was  a  very  early 
symptom  in  both. 

12 

Neurotomy. 

Attack  in  R.  set  in  13  months  after 
excision  of  L.     It  was  soon  and 
permanently  cured  without  dam- 
age.    No  note  as  to  syphilis,  gout, 
or  rheumatism. 

13 

Chisholm,  Knapp's  Archives,  x,  267. 

Ayres,  Knapp's  Archives,  x,  292. 

Ayres,  Knapp's  Archives,  xi,  199. 
Sympathetic    nature    of    attack 
doubtful. 
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1 

192.                                                             M.    ?  age. 

193.                                                                    M.     50. 

2 

L.  'Wonnd  of  covnea,  &r.,  by  glass.  Quiet  for  4  months 
when  (early  in  June,  1878)  it  became  rather  inflamed. 
Excised  several  mouths  later. 

L.  Large  rupture  of  sclerotic  at  upper  part  by  blow. 
8  months  later  with  +  9  D.  counts  fingers  at  14';  iris 
has  disappeared.  0.  D.  visible  ;  vitreous  partly 
cleared.     No  pain  or  irritative  symptoms. 

3 

R.  Acute  iritis  ot  progressive  type,  and  becoming  very 
severe,  bejjan  6  mouths  after  injury  and  5  weeks  after 
onset  of  inflammatory  symptoms  in  L.     Finaliy  did 
well  and  9  months  after  onset  V.  =  i§,  and  media 
and  luudus  normal.    Seen  2  weeks  after  onset. 

R.  Seen  12  days  after  onset.  WeU-marked  irido- 
cyclitis began  5  weeks  after  injury,  leading  to  ex- 
treme defect  of  V.  Rapid  improvement  with  disap- 
pearance of  synechiae,  but  marked  papilloretinitis 
lasting  several  weeks.  Almost  perfect  recovery  in 
7  months,  when  0.  D.  had  become  clear. 

4 

1.  Excised  in  Nov.,  1878,  not  till  R.  had   made  con- 
siderable progress    towards  recovery.      No    benefit 
attributable  to  the  operation. 

Not  excised. 

5 

6 

Almost  perfect  rectivery  in  about  6  months.     Last  note 
9  mouths  after  onset. 

Almost  perfect  recovery  iu  a  tVw  months.  Warmth 
persistently  iised  iu  early  period. 

7 

No  statement  as  to  rent  of  conjunctiva.     When  first 

seen,  a  week  after  blow,  edges  of  sclerotic  were  held 

t  whether  it  escaped  from  eye   or  was  dislocated  into 

severity  of  the  case,  and  from  the  detailed  accounts  of 
it  is  almost  certain  that  it  had  escaped  from  eye. 

together  by  conjunctiva.     Lens  certainly  ahsent,  bu 
vitreous  does  not  appear,  but  from  the  description  and 
examination  of  vitreous  and  fundus  at  dtS'ereut  times. 

8 

9 

Onset  preceded  by  fresh,  tliough  slight,  inflammation, 
of  exciting  eye. 
Interval  6  months. 

10 

Rather  short  interval  (6  weeks).  Moderate  and  benign 
attack. 

11 

12 

13 

Ayres,  Knapp's  Archives,  xi,  201.                                          Ayres,  Knapp's  Archives,  xi,  202. 
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1 

194.                                                                    M-    2fi. 

195.                                                                    M.     64. 

2 

L.  Wound  in  upper  ciliary  region  by  sharp  stick.    Seen 
6  weeks  later ;  scar  cystoid  with  prolapse  ol'  iris  and 
pear-sliaped  p.     Ciliary  irritation  and  redness.   T.  — . 
Cornea  hazy,  lens  n.  '  V.  jW;;  and  13  J.  at  8".    Iri- 
dectomy.    i)id  well.     Finarstate  not  noted. 

R.  Extraction  of  cataract  without  complication;    did 
well.    Discharged  iu  2  weeks  with  V.  Jl  and  1  J. 
Many  mouths  later,  after  destruction  of  L.,  V.  still 
remained  good. 

3 

R.  6  weeks.     Seen  a  few  days  after  onset.     Photo- 
phobia,   watering,    slight    congestion  ;    eommenciny 
serons  iritis  (dots  on   cornea,   iris  slugigish,  but  no 
adhesions)  ;  vitreous  n. ;  papillo-retiuitisconimencinfr. 
V.  Ig.     Ouiy  under  care  a  few  weeks.     Left  with 
perfect  V.  in  sympathetic  eye,  and  hardly  a  trace  of 
ophthalmoscopic  changes. 
State  of  L.  not  noted  then. 

L.  0  monllis  after  operation  on  R.  plastic  irido-cyclitis; 
it  caused  destruction  of  the  eye,  which  was  after- 
wards removed. 

4 

5 

L.  Iridectomy  at  seat  of  wound  when  first  seen  6  weeks 
after  injury.    Did  well.    No  note  of  final  state. 

6 

R.  Atropine,  rest,  darkness.    Small  doses  of  mercury. 
Rapid  improvement  under  treatment  and  iridectomy 
to  L.    In  a  few  weeks  V.  perfect,  and  nothing  except 
rather  tortuous  retinal  veins  with  white  lines. 
?  How  long  under  observation. 

7 

8 

9 

10 

Rather   short    interval   (6   weeks).      Very  mild,  but 
generalised  attack. 

11 

Exciting  eye  seems  never  to  have  shown  any  symptoms. 

12 

13 

Fulton,  Knapp's  Arch.,  xiii,  312. 

Mules,  Knapp's  Arch.,  xiii,  202. 
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196. 


M.    29. 


L.  Wound  of  orbit  to  inner  side  of  lacrimal  gland 
without  injurvof  eve,  bv  piece  of  iron.  Wound  henled 
and  no  trouble  for  2  years.  Then  progressive  serous 
iritis  with  neuro-choroido-relinitis  running  course 
of  many  months  and  cnusins  almost  blindness  for 
several  years;  5  years  later  j\  and  1  J.  5  years  after 
onset  of  iritis  (aet".  36),  when  eyes  had  recovered,  large 
piece  of  steel  now  presented  and  was  removed  from 
orbit. 


197. 


L.  Defective  all  his  life,  probably  from  congenital 
cataract;  set.  10  artificial  p.,  and  "a  few  years  later, 
attempted  e.vtraction  of  lens. 

jEt.  27-  He  found  cataract  as  now,  fallen  into  a.  c, 
but  it  slipped  back  in  a  few  days. 

^t.  28.  Eye  became  inflamed,  cataract  again  came 
forward  and  has  stayed  there.  Xow,  congested  and 
tender ;  upward  linear  scar  and  coloboma,  shrunken 
cataract  adherent  in  a.  e.    T.  n.,  no  p.  1. 

E-xcised  at  once. 


R.  2  years  or  more.     Progressive   serous  intis  with 
neuro-choroido-retinitis.    Final  result  same  as  in  L.  (?). 


Both  appear  to  have  recovered  perfectly. 


Here  there  was  only  wound  of  orbit  with  retention  of 
P.  B. 


interval  between  injury  aad  S.  0.  2  years  or  more. 
But  R.  did  not  sympathise  till  1.  had  eone  into  iritis, 
&c. 


fi.  —  16,  \  .  |jj,  I',  ai.d  !•'.  11.  at  e.\cisioii  of  L.  Same 
evening  painful.  Feurth  day  after  excision  iris  dis- 
coloured and  sluggish,  retinal  venous  congestion.  In 
a  week  severe  neuro-retinitis  with  white  patches  and 
hsembrrhages.  V.  reduced  to  -^f^.  4  weeks  later, 
nearly  well  (|§),  and  neuro-retinitis  nearly  gone. 

Ko  albumen  or  sugar ;  organs  n. 


Recovery  almost  complete. 


No  perforation  for  about  15  years.    Recent  spontaneous 
dislocation  of  lens. 


2(1.3.      Was   this   case 


15  years  from  last  operation  ;  12  months  from  first  dis- 
location of  lens;  2  months  from  final  dislocation  which 
caused  congestion,  &c. 


Symptoms  began  as  pain  on  evening  of  day  uf  excision  ; 
pain  continued  till  fourth  day  when  threatened  iritis 
and  neuro-retinitis.  Iritis  seems  never  to  have 
developed. 


Alt,  Amer.  Journ.  of  Ophth.,  i,  28. 


Mules,    Knapp's    Archive 
synipatlutic  r     It  reads  more  like  spontaneous  irido- 

ciioroiditis,   for  the   "exciting"   eye's  attack   exactly   resembled  that  in  the  sympathising  eye. 
that,  if  "  spontaneous,"  it  set  in  on  the  side  which  had  been  injured. 


But  note 
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1 

198.         M.    Now  30 ;  accident  "  many  years  "  ago. 

199.                                                                       M.    ? 

2 

L.  Wound  at    sclero-corneal  junction  witliout  reten- 
tion of  F.  B.  in  eye  "  many  years  "  ago.    Quiet  till  a 
few  months  ago.     Now  ret.'Sb,  January,  186-t.     Irido- 
cyclitis with   circular  synechia  and  scar  at   sclero- 
corueal  junction,  congestion,  T.  — ,  no  p.  1.,  tender. 

L.  Excised  (?  for  what)  fet.  30.    Artificial  eyes  gave  no 
trouble  till  May  20th,  1884  (»t.  4.5),  or  15  years  after 
e.vcision,  when   a  new  eye  gave  much  irritation  of 
inner  conjunctiva. 

3 

R.  V.  becoming  impaired  lately,  ?g,  slight  but  decided 
ueuro-retiiiitis  (veiling  of  vessels),  without  changes  in 
iris  or  vitreous. 

R.  Became  irritable   -2^  weeks  after   new   glass   eye 
(June  8th).     A  week  later  well-marked  plastic  iritis 
with  much  effusion. 

4 

L.  Excised  at  once.    Bone  in  anterior  part  of  choroid; 
retina  detached;   intense  swelling  of  0.  D.  and  sur- 
rounding retina.    No  F.  B. 

Artificial  eye  left  off  when  R.  inflamed. 

6 

6 

Kept  in  bed  with  eye  bandaged  for  1  week.    In  1  week 
R.  V.  =  fgi  e.xudation  in  0.  D.  and  retina  nearly  gone; 
1  week  later  V.  |g,  and  with  -I-  ,%  reads  finest  type, 
and  fundus  "  fairly  normal." 

R.  Recovered    perfectly   under    the   usual    measures, 
including  mercury  and  blisters.     3  months  after  onset 
could  read  finest  print  well. 

7 

8 

9 

"  Many  years."    JK.Ycitiiig  eye  seems  to  have  lighted 
up  again  quite  lately. 

Interval  since  irritation  by  new  glass  eye  very  short 
(barely  3  weeks),  but  from  excision  15  years. 

10 

Very  long  interval.    Very  mild  attack. 

11 

Began  quite  quietly  in  sympathising  eye. 

12 

No  note  as  to  syphilis,  &c. 

The  iritis  in  R.  occurred  15  years  after  excision  of  L. 

13 

Pooley,  Anier.  Journ.  Ophtli.,  i,  69. 

CuHiertson,  Amer.  Journ.  Opbth.,  i,  161. 
Case    does   not    read    like    sympathetic  iritis,  yet 
patient  said  to  be  neither  rheumatic  nor  syphilitic. 
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1 

200.                                  M.    23. 

201.                                    M.    20. 

202.                                  M.    67. 

2 

K.  Blow  by  "  small  piece  of  wood  " 
10  years 'before  admission.     Pro- 
bable rupture.    Excised  7  montbs 
later  for  sympathetic  irritation. 

R.  Extraction    of  shrunken  lens; 
iridectomy  ;     loss    of    ntreous ; 
intra-ocular  haemorrhage  48  hours 
later.      Excision    10    days    after 
extraction. 

L.  Wound  of  sclera  and  conjunctiva 
in  ciliary  region  above.  Prolapse 
of  iris,  which  was  removed  less 
than  2  hours  atter  accident ;  su- 
ture of  sclerotic. 

March  11th  (19  days  after  acci- 
dent).— Excision.  Discharged  in 
a  few  days. 

3 

L.  Recovered  completely  from  "  ir- 
ritation." No  symptom's  for  nearly 
9  years.     Then  "  advanced  sym- 
pathetic ophthalmia."     Posterior 
synechise,     membrane    in    pupil, 
ciliary    staphyloma.       V.  =  p.  1. 
Severe  pain.    T.  +. 

L.  22  days  after  excision,  32  after 
iridectomy,  dimness  bejjau.  1  week 
later :     iritis ;      discoloration    of 
aqueous,  disc  hazy.     10  days  later 
abundant  ker.  puiict. 

R.  April  3rd,  23  days  after  excision 
and  42  alter  acwdent,  pain;  No 
signs  of  disease. 

April  9th.— Acute  serous  iritis, 
but  V.  =  IJ.  (corrected). 

4 

5 

6 

Sclerotomy   upwards.     T.  became 
—  1.    Pain  relieved.   No  improve- 
ment of  V. 

Black  bandage,  atropine.    Mercury, 
cod-liver    oil,    quinine,   and  iron 
internally.    Considerable  improve- 
ment.    Relapse    8   weeks   later; 
again  improved  ;  +  T.  Iridectomy 
4  months  later.    Eye  slowly  be- 
came blind. 

Leeches,  Duboisin,  then  atropine, 
V.  deteriorated  till  could  not  count 
fingers,  then  slowly  improved.  7 
months  later  V.  -t-  i  =  8  J.  Nu- 
clear and  cortical  opacities  in  lens. 
Numerous  small  opacities  in  vit- 
reous. 

7 

8 

9 

10 

11 

Began  very  quietly. 

12 

Sympathetic  infliimmation  nearly  9 
years  after  excision. 

Sympathetic   ophthalmitis    coming 
on  after  excision. 

Sympathetic  ophthalmitis  coming 
on  alter  excision. 

13 

Lawson,  0.  H.  R.,  x,  p.  3. 

Patient  had  incipient  phthisis. 

Nettleship,     irans.    Clin.    See, 
vol.  xiii,  1680,  Case  1. 

No  rheumatism,  gout,  or  syphilis. 
Ibid.,  Case  2. 
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1 

2(3.      '                              M.    11. 

204.                                    F.    35. 

L.  Lost  after  smallpox.     Staphylo- 
nialous    and    glaucomatous.     Ex- 
cised some  months  later. 

205.                                    M.    35. 

2 

R.  Struck  by  chip  of  wood  3  days 
before  admission,  Sept.  20tb,  1^79- 
Jagged   wound  of    cornea  up   in, 
neiir   margin,      his   adliereiit.     3 
weeks  Inter  globe  soft,  green  rcfle.v 
frnm   fundus,    —    T.  3.     No  p.  1. 
Eye   excised.       Discharged    in    4 
days.     No  symptoms  in  other  eye. 

R.  Wound  of  cornea  and  lens. 
Purulent  kerato-intis.  Excision 
6  weeks  after  accident. 

3 

L.  Nov.  2Gtli  ("  eye  bad  3  weeks  ") 
iris     muddy  ;    ciliary     injection. 
Photo]iIiobia  and  lacrimation. 

R.  5  days  after  excision  of    L.  at- 
tacks of  cloudiness  and  photopsia. 
Haze  of  retina  about  disc  ;  opaci- 
ties in  lens.     Improvement  under 
treatment.     Several  months  later 
cyclitis  and  +  T. 

L.  "  A  few  days "  after  excision, 
conjunctival  oedema.  V.  =  ^J^. 
No  ophthalmoscopic  changes.  4 
days  later  neuro-retinitis,  visual 
field  contracted. 

4 

5 

6 

.\tropine  and  belladonna,  iron,  and 
quinine,     subsequently      mercury 
with  quinine.     Gradual  improve- 
ment.    Pec.    31st.— V.    =    U  J. 
slowly.    Not  seen  after  this  date. 

Iridectomy  for  relief  of  glaucoma- 
tons  tension.    Successful. 

Vigorous  antiphlogistic  and  mercu- 
rial treatment.  In  2  months  V. 
=  IJ.  In  6  months  V.  =  1  J. 
Eye  remained  well  2  years  after 
attack. 

7 

8 

9 

10 

11 

12 

Symptoms   in   L.    began  about  45 
days  after  accident,  aud  24  days 
after  excision  of  exciter. 

Sympathetic  after  excision. 

Sympathetic  after  excision. 

13 

Ibid.,  Case  3  (Mr.  Cowell). 

Ibid.,  Case  4  (Miiller,  Inaug.  Dis- 
sert., 1873). 

Ibid.,  Case  5  (Colsmann,  Berlin 
Klin.  Wochenschr.,  1877,  No.  12). 
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1 

206.                                       ?    14. 

207.                                     M.    ? 

208.                                    M.     35. 

2 

L.  Large   wound   of    cornea    and 
sclera,  prolapse  of  iris,  traumatic 
cataract. 
Excision  27  days  later  (refused 
till  then). 

One  eye  excised  for  sclero-corneal 
wound.    No  trace  of  sympathetic 
mischief.    Discharged  "apparently 
well. 

R.  Rupture  of    sclerotic  in  upper 
outer  ciliary  region. 
March  28tb,  1878.— Lens  dislo- 
cated   beneath   conjunctiva;    re- 
moved  next    day.      Excision    15 
days  after  accident.    No  p.  L  at 
that  time. 

3 

R.  On  ninth  day  after  excision  (36 
days  after  accident)  commencing 
iritis,     gradual     development    of 
"  true  svmpatlietic  irido-choroid- 
itis."    V.  =  19  J.,  8  months  after 
onset. 

Other    eye;      photopsiae    witliout 
defect  of  V.  2  months  later. 

6  months  later. — Neuro-retinitis 
and  general  haze  of  retina.     V. 
=  16  J. 
Final  condition  unknown. 

L.  Symptoms  of  irritation  from  one 
day  after  discharge  from  liospital. 
No  iritis  till  May  23rd,  41  days 
after  excision,  56"  days  after  acci- 
dent. V.  =  p.  1.,  iritis,  and  opa- 
city of  vitreous. 

4 

5 

6 

All  treatment  failed    to  influence 
the  attack. 

Mercury  to  gentle  salivation.  Arti- 
ficial leech.  No  improvement  for 
one  mouth,  then  rapid  recover)'. 
6  months  later  V.  =  |g  and  1  J. 

7 

8 

9 

10 

11 

12 

Sympathetic  after  excision. 

?  Sympathetic,  at  least  2  months 
after  excision. 

Sympathetic  after  excision. 

13 

Ibid.,    Case  7   (Pagenstecher    and 
Genth,  A-tlas,  pi.  xxxviii,  fig.  12). 

Ibid.     (Colsmann,     Berlin     Klin. 
Wochenscbr.,  1877,No.  12). 

Ibid.,  Case  9  (Mr.  McIIardy,  St. 
Geo.  Hosp.  Rep.,  vol.  ix^. 

TABLE    OP    CASKS. 
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1 

209.                                      M.     5. 

210.                                    M.    31. 

211.                                       F.    9. 

2 

R.  Wounded  by  penknife  17  years 
before  admission,     No  symptoms 
till  last  2  or  3  years  wlien  "  occa- 
sionally inflamed."     2  months  a^o 
severe    inflammation    with    pain. 
Eye       blind       since      accident. 
Slirunken,  cornea  opaque,  chalky 
on  surface.     —  T.  3.     Excised  on 
day  of  admission. 

R.  Injured  by  explosion  of    soda- 
water  bottle  3  months  before  ad- 
mission on  Auj;.  8th,  1879. 
Globe  shrunken,  puckered  scar  in 
ciliary  region.    Excised. 

R    Lost  after  an  oplithalmia  from 
"  silad-raixturt  "  thrown  into  eye. 
Shrunken  and   quiet   till  Eet.  16. 
Then  glass  eye  worn  over  stump. 
Occasional  pain  till  set  29,  when 
severe  pain  in  stump  and  right  side 
of  face.  Abscission  now  performed. 
Excision  3  weeks  later  for  return 
of  pain. 

3 

L.  First  became  bloodshot  3  or  4 
days  after  commencement  of  last 
attack     of     inllammation    in    R. 
Si^lit      gradually     became    dim. 
Ciliary  injection,  posterior   syne- 
chia,  turbid  aqueous.    T.  n.     V. 
=  6  J.  spelled. 

L.  V.  began  to  fail  7  weeks  after 
injury.  On  admission  slight  ciliary 
injection,     iris     almost    inactive, 
thin    lymph    in  pupillaiy  space; 
ker.  punct.  lower  half.    "T.  n.,  V. 
=  16  J. 

L.  V.  failed  during  the  attack  of 

severe  pain  in  R.  at  act.  29.    Pho- 
toph.  and  lacrimation.    V.  dilated 
and  inactive.     Media  clear  ;  0.  D. 
oedematous;  retinal  veins  "full." 

4 

? 

Rapid  improvement  after  excision. 
Sept.  22nd.— V.  =  fg  and  2  J.  at 
10".   Discharged.     Readmitted  No\ 
posterior  synechiae,  opaque  lymph 
charged   ^ov.  29th.     Readmitted 
bulging.     +  T.  1.    Tension  gradi 
occurred.      Severe    pain.     Feb. 
March  3rd,  1880.— Discharged.    T. 
letters  of  16  J.    No  later  notes.      , 

.  7th,  V.  =  fingers  barely ;  complete 
in  pupO.    Eye  became  quiet.    Dis- 
Dec.   12th. -^Another   relapse.    Iris 
tally  increased  and    ciliary  bulging 
I3th,    1880.— Sclerotomy    upwards, 
slightly  increased.    No  pain.    V.  = 

5 

6 

Atropine  only   mentioned.     Rapid 
improvement     after     excision    ol 
exciter,  but  subsequent  relapse. 
Ultimate  state  not  noted. 

Rapid  improvement  after  excision. 
25   days    after    excision    V.   still 
below  normal.    No  further  notes. 

7 

8 

9 

Recurrence  of  actire  symptoms  in 
exciter,  before  onset  of   sympa- 
thetic inflammation. 

10 

11 

12 

13 

Lawson,  Mnnogr.  on  Symp.  Oplitli., 
London,  lb65,  p.  35. 

Lawson,  0.  H.  R.,  x,  p.  8. 

Poncet,  Sue.  Frauc.  Uphtal.,  1S83, 
p.  106.    No  proof  that  this  was 
more  than  a  case  of  sympathetic 
irritation. 
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1.  Result  of  Operation  on  eye  damaged  by  severe  sympathetic 
ophthalmitis. 

By  R.  Marcus  Gunn. 

Alfred  H.  R.  R — ,  get.  13.  The  R.  eye  was  injured 
with  an  arrow  in  July,  1879,  causing  a  wound  of  the 
cornea  and  a  prolapse  of  iris.  Several  months  afterwards, 
severe  sympathetic  inflammation  set  in,  with  marked 
keratitis  punctata  and  irido-cyclitis,  leading  to  exclusion 
of  the  pupil  and  "  bombe  "  iris. 

In  December,  1884,  the  injured  eye  became  again 
acutely  inflamed,  a  purulent  deposit  forming  in  a  staphy- 
loma at  the  site  of  the  cicatrix.  There  was  only  bare 
p.  1.,  and  as  the  other  eye  was  more  injected  than  usual 
and  T.  +  1  in  both,  the  right  was  excised.  At  this  time 
the  L.  V.  =  J.  19  barely. 

In  March,  1885,  the  L.  eye  could  just  decipher  letters 
of  J.  20.  In  October,  V  =  bare  hand-reflex,  T.  +  1. 
The  pupil  was  covered  by  a  dense  coating  of  lymph,  and 
there  was  total  posterior  synechia  ;  slight  haze  of  cornea  ; 
eye  quiet.  At  this  time  I  made  a  corneal  incision  inwards 
and  tried  to  get  away  a  piece  of  iris,  but  it  was  found  to 
be  closely  adherent  to  the  lens  capsule  everywhere  and 
friable.  Weiss' s  scissors  were  then  introduced  and  the  iris 
divided  freely,  the  line  of  section  passing  through  the 
occluded  pupil.  A  little  clear  lens  substance  escaped.  A 
few  days  later  the  lens  was  considerably  swollen,  bulging 
well  forward  into  the  a.  c. ;  T  +  1.  The  greater  part  of 
the  lens  substance  was  then  removed  by  curette,  after 
which  the  tension  fell  to  subnormal. 

Six  weeks  later  he  had  a  good  pupil  and  with  +  12 
D.  counted  fingers  at  2',  and  with  +  16  D.  read  J.  16. 

The  tension  has  varied  at  different  examinations  since 
then,  between  normal  and  +  1,  and  V.  on  last  examination 
had  deteriorated  to  J.  19,  with  an  increase  of  T. 
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There  is  still  a  good  clear  pupil,  but  the  centre  of  the 
cornea  is  hazy.      The  vitreous  seems  clear. 

Remarks. — The  result  here,  though  by  no  means  bril- 
liant, is  yet  encouraging.  Indeed,  were  it  not  for  the 
corneal  haze  (the  result  of  the  old  punctate  keratitis),  the 
vision  would  probably  be  good. 

{Card  specimen.      January  28th,  1886.) 
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VL— GLAUCOMA. 

1.    On  primary  glaucoma  in  relation  to  age. 

By  Priestley  Smith. 

The  object  of  this  communication  is  to  define,  more  pre- 
cisely than  has  hitherto  been  done,  the  relationship  which 
exists  between  age  and  liahility  to  primary  glaucoma. 

At  the  outset  of  the  inquiry  it  is  important  to  distin- 
guish as  clearly  as  possible  between  the  primary  and  the 
secondary  forms  of  glaucoma.  "  Primary  glaucoma,'^  as  I 
understand  the  term,  signifies  those  forms  which  cannot 
be  attributed  to  any  obvious  antecedent  disease  of  the  eye 
itself,  or  of  the  structures  immediately  surrounding  it. 
"  Secondary  glaucoma  "  includes  all  conditions  in  which  a 
glaucomatous  state  has  been  induced  by  some  obvious 
antecedent  disease  of  the  kind  just  indicated.  It  cannot 
be  maintained  that  this  classification  is  applicable  with 
certainty  in  every  individual  case,  for  sometimes  it  is  difii- 
cult  or  impossible  to  decide  whether  a  glaucoma  is  primary 
or  secondary  in  the  senses  above  given  ;  but  such  cases 
form  a  very  small  minority, — in  general  the  distinction  is 
easily  made. 

In  collecting  statistics  of  primary  glaucoma  for  the 
purpose  in  question,  certain  cautions  and  limitations  have 
to  be  observed.  Firstly,  it  is  necessary  to  exclude  all 
cases  which,  according  to  the  definitions  above  given, 
belong  to  the  secondary  group.  Secondly,  it  is  important 
to  avoid  making  use  of  cases  which  have  been  in  any  way 
selected  ;  thus  it  occurred  to  me  that  it  would  be  possible 
to  collect  a  very  large  number  of  accurately  described 
cases  from  the   ophthalmic  literature    of   the   last  twenty 
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years,  but  I  found  that  tlie  majority  of  such  records  could 
not  be  taken  as  representing  the  occurrence  of  primary 
glaucoma  in  its  entirety ;  some  cases  were  recorded  to 
illustrate  particular  symptoms^  others  to  show  the  results 
of  certain  modes  of  treatment,  while  many  more  referred 
to  eyes  which  had  been  excised  and  handed  over  to  the 
pathologist.  Obviously  it  would  be  unsafe  to  assume  that 
cases  collated  in  these  ways  are  numerically  proportionate 
to  glaucoma  sufferers  of  all  ages.  The  only  safe  plan, 
and  the  plan  which  I  have  adopted,  is  to  take  a  series  of 
cases  just  as  they  occur  in  practice  without  selection  of 
any  kind.  Thirdly,  as  the  inquiry  relates  to  the  ages  at 
which  glaucoma  begins,  it  is  not  enough  to  know  at  what 
ages  glaucoma  patients  present  themselves  for  treatment ; 
we  want  to  know  also,  in  each  case,  the  previous  duration 
of  the  disease.  And  lastly,  when  the  relative  frequency 
of  glaucoma  as  it  is  actually  met  with  at  different  periods 
of  life  has  been  ascertained,  it  is  necessary,  with  the  help 
of  life  tables,  to  calculate  what  the  relative  frequency 
would  be  if  the  population  consisted  of  equal  numbers  of 
people  of  all  ages,  i.  e.  if  the  young,  the  middle-aged,  and 
the  old  were  all  equally  numerous.  The  results  will  then 
represent  the  relative  liability  belonging  to  each  period 
of  life. 

In  order  to  obtain  sufficient  material  for  the  inquiry  I 
asked  the  help  of  a  number  of  friends,  members  of  this 
Society,  and  provided  printed  forms  for  the  tabulation  of 
cases  on  a  definite  and  uniform  system.  In  return  I  have 
been  favoured  with  a  number  of  lists,  some  of  them  very 
long  and  representing  much  labour,  and  all  annotated  in 
a  way  which  showed  that  care  had  been  taken  to  make 
the  classification  as  precise  as  possible.  I  desire  to  express 
my  cordial  thanks  and  my  great  indebtedness  to  those  who 
were  kind  enough  to  give  this  help.  The  following  are 
the  names  of  the  gentlemen  from  whom  lists  of  cases  were 
received,  including  one  or  two  whose  contributions  reached 
me  after  the  desii^ed  number  of  1000  was  completed  : — 
A.  H.  Benson,  Edgar  Browne,  E.  T.   Collins,  Richardson 
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Cross,  Adams  Frost,  Hill  Griffith,  R.  Marcus  Gunn,  F.  H. 
Hodges,  G.  L.  Johnson,  Henry  Juler,  David  Little,  M.  M. 
McHardj,  W.  J.  Milles,  P.  H.  Mules,  Edward  Nettlesliip, 
Lloyd  Owen,  A.  S.  Patton,  Henry  Power,  Simeon  Snell, 
J.  B.  Story,  and  H.  R.  Swanzy.  I  desire  also  to  expi'ess 
my  obligation  to  tlie  surgical  staffs  of  the  Royal  London 
Ophthalmic  Hospital,  the  Royal  Westminster  Ophthalmic 
Hospital,  the  Manchester  Royal  Eye  Hospital,  the  Liver- 
pool Eye  and  Ear  Infirmary,  the  National  Eye  and  Ear 
Infirmary,  Dublin,  and  St.  Mark's  Ophthalmic  Hospital, 
Dublin,  for  allowing  the  hospital  registers  to  be  used  for 
the  purposes  of  this  inquiry.  A  series  of  cases  from  my 
own  registers  completes  the  list. 

The  printed  form  which  was  sent  round  reads  as  follows  : 

CASES  OF  PRIMARY  GLAUCOMA  (NOT  SELECTED). 

Information  is  requested  on  the  following  points  in  each  case:  — 
The  patient's  sex. 

The  patient's  age  when  first  coming  under  observation. 
The  previous  duration  of  the  glaucoma,  if  ascertained,  reckoning  from 

the  first  appearance  of  glaucoma  symptoms. 
The  type  of  the  glaucoma  in  the  eye  first  affected;  having  regard  to 
the  early  stages  of  the  disease  rather  than  to  its  termination. 
N.B. — No  case  is  admissible  in  which  the  glaucoma  followed  an  injury  of 
of  the  eye,  hiBmorrhage  in  the  eye,  dislocation  of  the  lens,  iritis,  or  tumour  of 
the  eye  or  orbit. 


Sex 

Age. 

Peevious 
uukation. 

TYPE. 

Case. 

Chronic. 

Non-congestive; 

Slow. 

SUBACUTK. 

Congestive  ; 
Gradual,  or 
Intermittent. 

Acute. 
Congestive; 
Rapid,  !uid 

Intense. 

With  regard  to  the  three  types  of  the  disease  it  will  be 
seen  that  below  the  words  chronic,  subacute,  and  acute 
I  have  placed  others  in  smaller  type  to  indicate  the  leading 
characteristics  of  each  variety.  In  the  very  large  majority 
of  the  cases  returned  to  me  the  type  is  entered  without 
comment ;  in  a  few  it  is  supplemented  by  a  note  expres- 
sive of  some  doubt  as  to  the  classification  ;  in  a  few  more 
no  type  is  stated  ;  these  last  I  have  excluded  from  my 
analysis.  It  is  to  be  noted  that  the  type  refers  to  the 
character  of  the   disease   in   its   earlier  stages  ;   the   sym- 
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ptoms  whicli  occur  in  the  later  stages,  when  the  tissues 
of  the  eye  have  undergone  secondary  changes  through 
long  continuance  of  pressure  and  strangulation,  are  of  less 
interest  in  connection  with  the  present  inquiry.  It  must 
also  be  observed  that  wherever  in  the  returns  sent  to  me 
it  is  evident  that  the  two  eyes  of  one  person  represent 
two  cases  of  glaucoma,  I  have  entered  the  case  of  the 
eye  first  affected,  and  rejected  the  other ;  my  inquiry 
relates  to  persons  affected,  not  to  individu.al  eyes. 

At  the  time  of  closing  the  list  the  total  number  of  cases 
collected  was  1160  ;  of  these  it  was  necessary  in  the  first 
place  to  reject  56,  viz.  5  on  the  ground  that  the  glaucoma 
was  stated  to  be  associated  with  interstitial  keratitis,  kerato- 
cyclitis,  or  retinitis  pigmentosa;  9  because  there  was  no  note 
of  the  type  of  the  disease  ;  1  because  the  sex  was  not  stated  ; 
and  41  because  the  same  persons  were  already  entered  in  con- 
nection with  the  fellow-eyes.  In  the  next  place  I  rejected 
99  more  for  the  reason  that  the  previous  duration  of  the 
disease  was  not  stated.  Now,  it  is  obvious  that  if  these 
99  cases  had  happened  to  belong  in  disproportionate 
numbers  to  either  sex,  or  to  any  particular  type  or  age, 
their  exclusion  would  have  caused  an  error  of  proportion 
in  the  tabulated  results.  To  control  this  error,  I  there- 
fore tabulated  these  cases  separately,  reducing  the  age  in 
each  case  by  an  amount  equal  to  the  averages  obtained 
from  the  other  cases.  Thus  in  50  cases  of  chronic  glau- 
coma in  which  the  previous  duration  is  stated,  the  average 
is  two  years  and  two  months  ;  in  50  cases  of  the  subacute 
form  it  is  ten  months  ;  and  in  50  of  the  acute  it  is  also  ten 
months.  I  therefore  deducted  two  years  from  the  age 
given  in  each  chronic  case,  and  one  year  in  each  subacute 
and  acute  case.  This  tabulation  of  the  rejected  cases 
showed  that  their  inclusion  would  have  slightly  increased 
the  proportion  of  males  as  compared  with  females,  but 
that  no  important  error  is  involved. 

There  remained  1005  cases;  cutting  off  the  last  5  I  had 
1 000  well  noted  cases  for  analysis.  The  results  are  shown 
in  a  series  of  tables  and  charts. 
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Table  I  and  Chart  I  show  the  distribution  of  1000  actual 
cases  grouped  according  to  the  age  at  which  the  disease 
began,  the  sex  of  the  patient,  and  the  type  of  the 
glaucoma. 

Table  II  and  Chart  II  show  what  the  distribution  of 
1000  cases  would  be  if  persons  of  both  sexes  and  all  ages 
were  equally  numerous.  The  life  tables  by  means  of 
which  it  was  computed  are  those  of  Dr.  Farr  ;  they  may  be 
found  in  the  Sanitary  Record  Diary.  The  calculations  were 
made  for  me  in  the  office  of  an  actuary. 

Table  III  is  a  repetition  of  Table  II,  with  the  subacute 
and  acute  forms  classed  together.  Chart  III  shows  the 
comparative  liability  to  the  congestive  and  the  non-con- 
gestive forms  in  the  two  sexes  respectively. 

The  chief  facts  which  appear  are  the  following  : 

A.  Frequency. — 1.  Primary  glaucoma  is  extremely  rare 
in  childhood  and  youth ;  not  1  per  cent,  of  the  cases  met 
with  begins  eai'lier  than  the  twentieth  year  (5  per  1000 
belong  to  the  second  decade), 

2.  Its  frequency  increases,  slowly  at  first,  more  rapidly 
later  on,  in  each  decade  until  about  the  sixtieth  year  ; 
between  sixty  and  seventy  it  is  about  as  frequent  as 
between  fifty  and  sixty.  After  seventy  its  frequency 
diminishes. 

3.  Cases  beginning  after  fifty  are  about  twice  as 
numerous  as  cases  beginning  before  fifty  (679  and  321 
per  1000). 

4.  Females  suffer  in  rather  larger  numbers  than  males 
(669  and  431  per  1000.  If  the  99  cases  rejected  as  being 
incompletely  noted  had  been  included,  the  preponderance 
of  females  over  males  would  have  been  slightly  smaller, 
viz.  613  and  486). 

5.  The  chronic  non-congestive  form  is  rather  com- 
moner in  males  than  in  females  (253  and  223  per  1000). 

6.  The  acute  and  subacute  congestive  forms  are  much 
commoner  in  females  than  in  males  (346  and  1 78  per 
1000). 

These  statements  agree  on  the  whole  with  the  results  of 
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other  statistical  inquiries  on  the  same  subject,  I  would 
refer  especially  to  the  data  collated  by  Hermann  Schmidt 
(Grraefe  and  Saemisch  '  Handbook  '),  and  to  a  recent  paper 
by  Galleng-a  ('  Annali  di  Ottalmologia/  xiv,  p.  149) . 
Unfortunately  an  accurate  comparison  with  the  figures 
published  by  others  is  in  many  cases  impossible  from  the 
fact  that  a  clear  distinction  has  not  been  made  between 
primary  and  secondary  glaucoma.  Gallenga,  for  example, 
expressly  includes  certain  forms  of  secondary  glaucoma 
while  he  excludes  others.  I  do  not  know  that  in  any  former 
inquiry  the  duration  of  the  disease  prior  to  the  time  when 
the  case  comes  under  treatment  has  been  taken  into  account. 

The  foregoing  statements  refer  to  the  distribution  of 
primary  glaucoma  as  it  is  actually  met  with.  The  rela- 
tive liability  of  males  and  females  and  of  persons  of  various 
ages  can  only  be  stated  when  the  figures  representing  the 
actual  occurrence  have  been  modified  in  proportion  to  the 
numbers  of  males  and  females  living  at  each  period  of  life. 
This  being  done  we  find,  of  course,  that  the  relative 
liability  of  old  people  is  greater  than  would  appear  from  the 
actual  numbers  coming  under  notice. 

B.  Liability. — 7.  The  liability  to  primary  glaucoma  is 
extremely  slight  in  childhood  and  youth  as  compared  with 
the  later  periods  of  life  ;  thus  at  fifteen  years  of  age  it  is 
at  least  100  times  smaller  than  at  sixty-five. 

8.  It  continually  increases  up  to  and  during  the  seventh 
decade ;  i.  e.  the  ten  years  between  sixty  and  seventy  ; 
between  sixty  and  seventy  it  is  more  than  twice  as  great  as 
between  forty  and  fifty. 

9.  After  seventy  years  of  age  the  liability  to  glaucoma 
appears  to  decline  considerably ;  it  is  probable,  however, 
that  the  statistics  relating  to  this  period  do  not  correctly 
represent  the  frequency  of  the  disease.  Very  old  people 
do  not  willingly  or  easily  travel  to  the  centres  where 
oculists  are  to  be  found ;  many  are  permanent  inmates  of 
workhouses  ;  many  more,  through  the  infirmities  of  age, 
are  prisoners  in  their  own  homes.  Under  these  circum- 
stances it  is  likely  that  the  onset  of  glaucoma-  is  neglected 
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in  a  larger  proportion  of  cases  than  at  earlier  periods  of  life, 
especially  when  one  eye  still  remains  useful.  In  the 
annual  reports  of  the  Manchester  Eye  Hospital  I  find  some 
statistics  which  tend  to  confirm  this  supposition.  I  take 
the  figures  from  the  reports  for  the  years  1882-3-4  : 


Total  No.  of 
patients. 

No.  iu  decade 
60—70. 

No.  in  decade 
70—80. 

No.  in  decade 
80—90. 

1882 

12,961 

515 

138 

16 

1883 

14,702 

612 

158 

14 

1884 

15,427 

636 

172 

13 

43,090  1,763  468  43 

Ratio      1  -265  '0244 

Now,  according  to  the  life  tables  the  numbers  of  persons 
actually  living  in  these  decades  are  in  the  following  pro- 
portions : 

60—70.  70—80.  80—90. 

3138  ...  1693  ...  467 

Ratio       ...  1  ...  -539      ...  -149 

On  comparing  these  ratios  it  appears  that  if  the  number 
of  persons  applying  for  relief  had  been  proportionate  to 
the  persons  living  in  these  three  decades  there  would  have 
been  just  twice  as  many  between  seventy  and  eighty,  and 
six  times  as  many  between  eighty  and  ninety  as  there 
actually  were.  This  suggests  either  that  the  liability  to 
eye  disease  in  old  people  is  reduced  to  one  half  by  an 
additional  ten  years  of  life  and  to  one  sixth  by  another  ten 
years,  which  is  unlikely,  or  that  the  ability  of  the  sufferers 
to  come  to  the  oculist  is  reduced  in  this  same  proportion, 
which  is  likely.  This  estimate  is  of  course  uncertain  as 
regards  any  particular  disease  such  as  the  one  here  in 
question,  but  it  is  suggestive.  Applied  to  the  eighth  and 
ninth  decades  it  would  raise  the  liability  to  the  height 
shown  by  the  thick  dotted  line  in  Chart  II. 

10.  The  liability  of  females  is  greater  than  that  of  males 
in  a  ratio  probably  of  about  6  to  5. 

11.  The  extra  liability  of  females  pertains  to  the  whole 
of  life,  except,  perhaps,  the  periods  before  thirty  and  after 
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seventy,  coucerning  which  the  data  are  too  few  to  justify 
a  generalisation. 

12.  The  extra  liability  of  females  relates  very  markedly 
to  the  congestive  forms  of  the  disease,  not  to  the  non-con- 
gestive. 

The  statistical  facts  here  set  forth  have  little  value, 
either  scientific  or  practical,  unless  they  can  be  connected 
with  the  nature  and  the  causes  of  the  disease  to  which 
they  relate.  My  object  in  ascertaining  them  was  to  obtain 
a  fresh  standpoint  from  which  to  study  the  pathology  of 
glaucoma. 

In  my  first  systematic  investigation  of  this  subject  I 
arrived  by  inference  at  the  conclusion  that  a  change  of 
form  in  the  crystalline  lens  plays  an  important  part  in  the 
causation  of  primary  glaucoma  {'  Glaucoma,  its  Causes, 
&c.,'  London,  Churchill,  1878,  p.  150,  &c.).  In  the  next 
place  this  inference  was  made  the  starting-point  for  a  fresh 
inquiry,  and  the  fact  came  to  light  that  the  lens  continues 
to  increase  in  size  throughout  life  (^  Trans.  Internat.  Med. 
Congress,  1881,'  and  'Trans.  Oph.  Soc.,'  1883,  p.  79). 
This  unexpected  result  afforded,  in  its  turn,  a  suggestion 
for  another  method  of  inquiry,  namely,  the  statistical.  The 
matter  presented  itself  thus  :  The  lens  steadily  increases  in 
size  as  life  advances.  If  glaucoma  is  connected  with  the 
size  of  the  lens,  then  the  liability  to  it  should  steadily 
increase  in  like  manner.  Does  it  so  increase  ?  The 
present  paper  gives  the  answer  to  this  question. 

To  explain  the  part  which  the  lens  appears  to  play  in 
the  causation  of  primary  glaucoma  a  brief  pathological 
sketch  will  suffice. 

Under  normal  conditions,  the  crystalline  lens  increases 
in  size  from  each  decade  of  life  to  the  next.  During  the 
forty  years  between  twenty-five  and  sixty-five  it  adds 
about  one  third  to  its  volume  and  one  tenth  to  its  linear 
dimensions,  the  actual  increase  being  about  60  cub.  mm. 
Now,  the  structures  which  surround  the  lens  attain  their 
full  dimensions  at  the  commencement  of  adult  life,  or 
earlier ;  the  diameter  of  the  cornea,  which  may  be  taken 
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as  a  guide  to  the  diameter  of  the  anterior  chamber^ 
increases  little  if  at  all  after  the  tenth  year  (Emmert, 
'  Auge  und  Schaedel/  Berlin,  1880,  p.  21).  Hence  it 
comes  about  that  as  age  advances  the  lens  steadily 
encroaches  upon  the  space  in  which  it  lies,  compensation 
being  obtained  at  the  expense  of  the  aqueous  and  vitreous 
chambers.  Its  anterior  surface  approaches  nearer  to  the 
cornea,  as  shown  by  the  diminished  depth  of  the  anterior 
chamber.  Its  margin  comes  into  closer  and  broader  rela- 
tion with  the  ciliary  processes,  a  change  which  cannot  be 
seen  in  the  living  eye  under  ordinary  circumstances,  but 
which  can  to  some  extent  be  made  out  in  persons  who 
have  undergone  the  operation  of  iridectomy,  and  which 
can  be  very  distinctly  seen  in  healthy  eyes  taken  from 
subjects  of  different  ages  and  dissected  with  due  precau- 
tions (^  R.  L.  0.  H.  Reports,^  vol.  X,  p.  25).  These  chang- 
ing relations  of  the  crystalline  lens  are  physiological,  and 
entirely  compatible  under  ordinary  conditions  with  the 
integrity  of  the  eye,  but  they  underlie  the  increased  liability 
to  glaucoma  which  is  acquired  with  advancing  years. 

For  the  due  performance  of  their  secretory  functions  a 
certain  amplitude  of  space  must  exist  around  the  ciliary 
processes,  for  these  organs  are  highly  vascular  and  undergo 
variations  of  size  according  to  the  quantity  of  blood  in 
their  vessels.  For  such  variations  there  is  usually  space 
sufficient,  without  interference  with  the  base  of  the  iris, 
but  if  this  space  be  encroached  on  unduly,  either  by  the 
lens  or  by  the  processes,  complications  are  likely  to  ensue. 
The  processes  being  checked  in  the  direction  inwards  are 
then  forced  to  expand  forwards,  and  in  so  doing  carry  the 
base  of  the  iris  forwards  and  narrow  the  angle  of  the 
anterior  chamber.  Narrowing  of  the  filtration  angle 
involves  obstruction  to  the  escape  of  fluid  from  the  eye, 
and  according  to  the  degree  of  suddenness  and  complete- 
ness of  this  obstruction  we  get  a  slow  and  insidious,  or  a 
sudden  and  intense,  glaucoma.  Once  the  filtration  chan- 
nels are  interfered  with  the  mischief  is  apt  to  intensify 
itself,  for  the  increased  pressure  within  the    eye   embar- 
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rasses  tlie  circulation  and  aggravates  the  swelling  of  the 
processes.  In  acute  glaucoma  these  organs  are  sometimes 
enormously  swollen ;  on  dissection  they  are  found  tightly 
wedged  between  the  lens  on  the  one  hand  and  the  base  of 
the  iris  on  the  other^  the  iris  itself  being  very  firmly  pressed 
against  the  opposing  surface  of  the  cornea.  A  little  later 
actual  adhesion  takes  place;  later  still  the  processes  atrophy 
and  shrink. 

The  underlying  cause  of  primary  glaucoma  is  then,  I 
maintain,  an  insufficient  circumlental  space.  The  deter- 
mining conditions  are,  I  suggest,  one  or  more  of  the  fol- 
lowing, acting  singly  or  in  combination  : 

A.  An  ahnormaUy  large  lens. — This  is  mentioned  as  a  pro- 
bability ;  I  cannot  bring  positive  evidence  on  the  point. 

B.  A71  abnormally  small  ciliary  region. — This  condition 
is,  I  think,  frequently  present.  It  is  by  reason  of  its  sub- 
normal dimensions  that  the  hypermetropic  eye  is  especially 
liable  to  glaucoma.  It  must  be  remembered  that  the 
hypermetropic  eye  is  not  a  facsimile  of  the  normal  eye  in 
miniature  ;  if  its  dimensions  were  proportionately  small 
throughout  its  refraction  would  be  emmetropic.  In  addi- 
tion to  its  short  antero-posterior  axis  it  presents  certain 
characteristic  disproportions  in  the  inutual  relations  of  the 
ciliary  processes,  the  lens,  and  the  cornea,  and  these  are 
of  a  kind  which  predisposes  to  the  mechanical  complications 

"  in  question.  I  hope  to  discuss  this  point  more  closely  in 
a  future  paper ;  at  present  I  will  merely  refer  to  the 
diagrams  and  description  of  these  structural  differences 
given  by  Bonders  {'  Accommodation  and  Eefraction,'  Ncav 
Syd.  Soc,  p.  87).  Further,  I  believe  it  will  be  found 
that  in  a  considerable  number  of  glaucomatous  eyes  the 
diameters  of  the  cornea  are  abnormally  small,  but  I  cannot 
yet  base  the  statement  upon  a  sufficient  number  of 
measurements. 

c.  An  abnormal  enlargement  of  the  ciliary  'processes. — 
Many  attacks  of  glaucoma,  especially  those  of  the  conges- 
tive kind,  are  certainly  associated  with  great  swelling  of 
the  processes.      Such  swelling,  if  extreme,  uiay  well  induce 
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the  disease  even  in  an  eye  of  absolutely  normal  build,  but 
the  danger  will  obviously  be  greater  if  the  space  at  the 
disposal  of  the  processes  be  already  subnormal. 

In  connection  with  the  foregoing  points  it  must  be  noted 
that  the  patency  of  the  angle  of  the  anterior  chamber  is 
influenced  by  the  contraction  and  dilatation  movements  of 
the  iris.  If  the  filtration  angle  be  already  on  the  verge 
of  dangerous  compression  the  thickening  of  the  base  of 
the  iris  which  occurs  when  the  pupil  dilates  may  at  once 
cause  an  actual  obstruction.  Hence  the  danger  of  using 
atropine  under  such  circumstances  ('Ophth.  Review/  vol.  i, 
1883,  p.  78). 

How  far  do  the  statistics  of  the  disease  as  now  ascer- 
tained justify  this  outline  of  its  pathology  ? 

The  almost  complete  immunity  of  the  young  is  accounted 
for  by  the  relatively  small  size  of  the  lens  at  this  period 
of  life,  or,  in  other  words,  by  the  fact  that  there  is  plenty 
of  room  for  individual  variations  of  structure,  for  the  expan- 
sion of  the  ciliary  processes,  and  for  the  play  of  the  iris, 
without  interference  with  the  angle  of  the  anterior  chamber. 
The  accidental  exciting  causes  which  are  apt  to  induce 
glaucoma  in  later  life,  e.  g.  violent  emotion,  exhaustion, 
neuralgia,  cerebral  congestion,  the  use  of  atropine,  &c.,  are 
inoperative  in  youth  because  the  predisposing*  condition  is 
absent. 

The  steady  increase  of  liability  from  each  decade  to  the 
next,  which  has  been  proved  for  nearly  the  whole  of  life, 
suggests  that  underlying  the  disease  is  some  natural  change 
proper  to  advancing  years,  rather  than  a  morbid  process ; 
it  presents  a  remarkable  parallel  with  the  continuous 
growth  of  the  lens.  Senile  degeneration  of  one  kind  or 
another  may  perhaps  intensify  the  liability,  but  we  have 
little  evidence  to  the  point.  Rigidity  of  the  sclera  has 
been  regarded  as  the  essential  cause  of  the  liability  of  the 
aged,  but,  I  think,  without  sufficient  reason.  Elasticity  of 
the  tunics  confers  no  immunity  from  the  disasters  which 
follow  closure  of  the  outlets  ;  youthful  eyes  suffer  from 
secondary  glaucoma  of  several  kinds  and  are  often  blinded 
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by  it.  The  influence  of  an  elastic  sclera  on  the  glaucomatous 
process  is  seen  rather  in  the  results  of  the  disease  than 
in  the  manner  of  its  production  ;  thus  a  pressure  which 
effects  no  change  in  the  size  and  shape  of  a  senile  eye 
distends  the  youthful  eye  to  an  excessive  size  in  the  course 
of  a  few  months. 

The  difference  presented  by  the  two  sexes,  both  as  to 
absolute  liability  and  as  to  the  types  of  the  disease  from  which 
they  chiefly  suffer,  deserves  special  consideration.  Males 
appear  to  be  chiefly  liable  to  the  non-congestive,  females 
to  the  congestive,  forms,  and  the  latter  seem  to  be  on  the 
whole  rather  more  liable  than  the  former.  Probably  it 
would  be  more  correct  to  say  that  while  the  liabihty  to  the 
simple  non-congestive  form  is  about  equal  in  the  two  sexes, 
women  are  much  more  prone  than  men  to  congestive 
exacerbations  or  even  to  anticipate  the  onset  of  the  chronic 
disease  by  attacks  of  the  congestive  kmd.  This  special 
tendency  may  reasonably  be  referred  to  the  greater  in- 
stability of  the  vaso-motor  system  in  women,  and  parti- 
cularly to  the  disturbances  of  circulation  which  emanate 
from  the  generative  organs.  So  far  as  regards  the  pre- 
disposition which  depends  on  the  build  of  the  eye  and  the 
growth  of  the  lens,  men  and  women  probably  stand  on  the 
same  footing,  but  as  regards  the  exciting  causes  women 
have  the  disadvantage.  The  recognised  exciting  causes  of 
subacute  and  acute  attacks  are  numerous,  but  with  the 
exception  of  those  which  act  simply  through  dilatation  of 
the  pupil,  they  probably  all  have  this  in  common,  that 
they  are  associated  with  active  or  passive  hypertemia  in 
the  eyeball  and  thus  set  up  the  obstructive  conditions 
previously  described. 

The  liability  which  belongs  to  extreme  old  age  cannot 
be  determined  from  the  statistics  before  us,  for  reasons 
already  referred  to.  Moreover,  the  average  size  of  the 
lens  cannot  be  safely  inferred  from  the  comparatively  few 
measurements  which  I  have  been  able  to  make  at  this 
period  of  life.  There  is  a  special  point,  however,  relating 
to  the  senile  lens  which   must  be    noted.      Senile    loss   of 
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transparency  is  associated  with,  indeed  depends  upon, 
slackening-  and  arrest  of  growth  and  ultimately  shrinking 
in  the  lens  fibres  {vide  '  Trans.  Oph.  Soc.,'  vol.  iii,  p.  90, 
and  Becker,  '  Graefe-Saemisch.,'  v,  p.  257  ;  also  *  Oph. 
Rev.,'  ii,  p.  269).  The  average  volume  of  the  lens 
in  old  age  is  certainly  modified  by  the  extreme  fre- 
quency of  cataract,  incipient  and  complete,  though  to 
what  extent  my  measurements  are  too  few  to  show.  This 
may  not  improbably  modify  the  average  liability  to  glau- 
coma among  old  people.  In  suggesting  this  I  do  not 
overlook  the  fact  that  considerable  swelling  sometimes 
takes  place  in  cataractous  lenses,  and  that  glaucoma  is 
met  with  in  association  with  cataract  in  various  stages. 

In  conclusion  I  venture  to  utter  a  protest  against  the 
use  of  the  term   ''  inflammatory "   as    descriptive   of   any 
ordinary  variety  of  primary   glaucoma.      That  unrelieved 
glaucoma  soon    becomes   complicated   with    inflammatory 
changes  is  true,  but  that  the  disease  originates  in  inflam- 
mation   is   against  the   evidence   before    us.      More    than 
twenty  years  ago  Sir  William  Bowman  wrote  :  "  Glaucoma 
is  in  its  essence  not  an  inflammation,  and  when  i'liflammatory 
only  so  as  it  ivere  by  accident  or  complication  "  {'  R.  L.  0.  H. 
Reports,'  vol.  v,    p.  10).      Our   present    knowledge  of  the 
subject  initiated  by  the  discoveries  of  Leber,  Max  Knies, 
and    Adolph    Weber,   confirms    this   dictum.      We   know 
only  too    well    that    to  treat  an   acute    glaucoma  as   one 
would  treat  an  inflammation  of  the  eye   leads  to   disaster, 
and  yet  the  real  nature  of  the  disorder  is  still  obscured  by 
terms  which  seem  to  refer  to  inflammation  as  its  starting- 
jjoint.      To  my  mind  acute   glaucoma  is  just  as  much  an 
inflammatory  disease  as  strangulated  hernia,  and  no  more. 
An  analogy  between  these  tAvo  maladies  is,  I  think,  not  far 
to  seek.      In  the  displacement  of  the  bowel  we  have  a  con- 
dition, mechanical  in  its  origin,  which,  for  a  long  period 
of   time,  may   have    no    serious   consequences,  but    which 
may,  at  its  very  outset  or  at  any  later  time,  under  a  slight 
constriction,  be  transformed  into   one   of  acute   and   dan- 
gerous strangulation,  with  intense  engorgement  of  vessels 
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and  outpouring  of  serum  in  the  directions  of  least  resist- 
ance.  In  the  eye  threatened  by  glaucoma  we  have  an 
unfortunate  relation  of  parts,  which,  though  not  itself  a 
disease,  may  lead,  through  a  little  further  encroachment 
upon  the  already  narrowed  space,  to  one  of  the  most  for- 
midable of  ocular  disorders,  involving  stoppage  of  the 
intra-ocular  currents,  throttling  of  the  circulation,  and 
escape  of  serum  into  the  transparent  media  and  the  con- 
junctiva. Just  as  the  taxis  will  occasionally  remedy  the 
displacement  and  terminate  the  danger  in  the  one  case,  so 
m  a  few  instances  will  eserine  reopen  the  outlets  and 
relieve  the  tension  in  the  other ;  but  just  as  in  strangulated 
hernia  it  is  generally  necessary  to  at  once  relieve  the  con- 
striction with  the  knife,  so  in  most  cases  of  acute  glaucoma 
our  only  means  of  cure  is  to  promptly  unlock  the  eye  by 
iridectomy.* 

[March  nth,  188G.) 


2.  Patient  ivith  one  eije  glaucomatous  and  with  the  other 
jjresenting  most  of  the  symptoms  of  glaucoma,  though 
without  any  increase  of  tension. 

By  W.  A.  Beailey,  M.D. 

John  N— ,  aet.  70,  admitted  into  Guy's  Hospital  on 
November  10th,  1885,  from  Dr.  Death,  of  Buckingham. 

His  o-ight  eye  had  T.  +  2.  No  anterior  chamber.  Pupil 
medium  sized,  inactive  ;  posterior  synechije,  especially  to 
outer  side  where  also  several  enlarged  vessels  in  the  iris. 
No  fundus  reflex.  No  pain  ever.  No  perception  of  light. 
Vision  began  to  fail  ten  years  ago,  and  continued  to 
decrease  for  five  years,  when  he  was  totally  blind  of 
this  eye. 

Left  eye  had  T.  n.      Anterior  chamber  normal.      Pupil 

*  After  the  reading  of  this  paper  I  learned  with  much  interest  from  Mr 
Anderson  Critchett  that  the  lute  Mr.  George  Critchett  was  accustomed  to 
draw  a  comparison  between  acute  glaucoma  and  strangulated  hernia.— P.S. 
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slightly  active^  no  synecliiae,  media  clear.  No  perception 
of  light.  Field  complete.  Colour  vision  good.  No 
central  scotoma. 

Ophthalmoscopically . — Disc  cupped,  but  not  deeply  so  ; 
its  upper  margin  is  slightly  overhanging.  Eetinal  veins 
very  large  and  tortuous.  Two  minute,  tolerably  recent, 
retinal  hasmorrhages  are  visible.  Numerous  small  irre- 
gular, darkly  pigmented  spots,  apparently  the  remains  of 
former  retinal  hgemorrhages,  are  visible  below.  Vision 
began  to  fail  three  months  ago,  with  lacrimation  and 
pain.  Since  he  has  been  in  hospital,  one  month,  neither 
pain,  lacrimation,  nor  tension  have  been  noted.  The 
urine  was  normal  and  the  patient  seemed  in  all  other 
respects  quite  healthy,  except  that  the  heart's  action  was 
slightly  irregular  and  the  second  sound  was  reduplicated. 

December  10th. — The  patient  has  remained  in  every 
respect  as  on  admission. 

{Card  sjpecimen.      December  10th,  1885.) 


3.  Retinal  hsemorrhage,  subsequent  acute  eyeball  tension. 
Treatment  by  Argyll  Robertson's  operation  of  trephining 
the  sclerotic. 

By  W.  Spencer  Watson. 

Thos.  H — ,  get.  64,  a  clerk.  Early  in  December,  1885, 
acute  retinitis  with  flame-shaped  haemorrhages  in  right 
eye.  T.  n.  at  first.  V.  perception  of  fingers.  Urine 
normal.      Never  had  gout. 

About  December  30th  sudden  acute  pain  with  swelling 
of  eyelids.  Did  not  present  himself  at  the  hospital  till 
January  7th,  1886.  There  was  then  T.  +  3  with  great 
sclerotic  injection,  a  deep  anterior  chamber  and  traces  of 
synechise  below,  with  pain  of  globe,  orbital  region,  and  side 
of  nose.  To  use  gtt.  eserin.  and  warm  fomentation  and 
Dover's  powder  (gr.  v)  every  night. 
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On  January  lltli,  still  T.  +  3,  but  less  pain.  V.  bare 
perception  of  moving  objects. 

Argyll  Robertson's  operation  of  trephining  the  sclerotic 
(nnder  cocain)  at  upper  and  outer  quadrant  about  2|'" 
from  corneal  margin.  Some  vitreous  escaped  and  the 
globe  became  slack. 

There  has  been  no  return  of  tension  or  pain  since  the 
operation,  but  sight  has  not  improved.  The  inflammatory 
redness  has  gradually  subsided. 

March  19th. — Site  of  trephining  wound  visible  by  slight 
elevation  of  cicatrix  and  dimly  seen  choroidal  pigment. 
T.  n.  Iris  bombe  and  pupil  adherent  and  contracted.  V. 
mere  perception  of  light. 

April  8th. — There  is  now  T.  +  2  and  slight  congestion 
of  sclerotic. 

{Card  specimen.     April  StJb,  1886.) 

Subsequent  to  the  patient  being  exhibited  the  tension 
continued  and  the  eyeball  was  enucleated. 

September  22nd,  1886. 

Dr.  Beailey  thought  that,  short  of  excising  the  eye,  the 
only  remedy  of  any  value  in  these  cases  of  hsemorrhagic 
glaucoma  was  the  stretching  of  the  infra-trochlear  nerve 
after  the  method  of  Badal.  In  several  cases  he  had  thus 
operated  with  the  result  that  the  pain  had  ceased  and  the 
eye  was  able  to  be  retained.  He  had  only  once,  however, 
out  of  some  twelve  cases,  been  satisfied  as  to  any  reduction 
of  the  tension,  and  then  only  in  a  case  of  glaucoma  secondary 
to  the  iritis  of  cataract  extraction. 

Mr.  M.  M.  McHaedy  said  :  To  me  the  usefulness  of  this 
case  appears  greatly  enhanced  through  the  circumstance 
that  it  is  exhibited  during  a  violent  relapse  and  while  the 
tension  is  fully  +  3.  This  case  demonstrates  that  trephin- 
ing of  the  sclerotic  affords  no  trustworthy  security  against 
the  recurrence  of  that  maximum  tension  which  the  opera- 
tion is  designed  to  obviate.  I  suppose  there  are  now  few 
who  would  seriously  entertain  the  operation  of  treiDhining 
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the  sclerotic  for  relief  of  the  tension  in  glaucoma,  except 
in  eyes  which  were  irretrievably  blind. 

I  am  glad  to  take  this  opportunity  of  mentioning*  my 
own  recent  experience  of  the  unexpected  facility  with 
which  it  is  possible  to  expose,  find,  and  stretch  in  the 
living  siibject  the  supra-trochlear  nerve  which  is  so  difficult 
of  recognition  when  cut  down  upon  in  the  dead  subject. 


4.    Glaucoma  in  a  yirl  aged  14. 
By  G.  Haetjbidge. 

The  patient,  who  is  an  orphan  and  an  inmate  of  St. 
Barnabas'  Orphanage,  was  brought  to  me  at  the  Royal 
Westminster  Ophthalmic  Hospital  for  blindness  in  the  left 
eye. 

The  girl,  who  is  thin  and  anaemic  looking,  says  she 
has  been  blind  in  the  left  eye  for  four  or  five  years,  and 
then  she  found  out  its  condition  quite  accidentally  by 
chancing  to  close  the  right  eye ;  she  also  says  that  she 
has  never  had  any  inflammation  or  pain  in  it,  and  never 
received  any  treatment  for  her  eyes. 

The  external  appearances  of  the  right  eye  are  normal ; 
the  pupil,  which  is  about  4  mm.  in  size,  acts  well  to  light 
and  accommodation.  V.  ^  ;  T.  n.  Left  eye,  pupil  8  mm., 
no  action  to  light  or  accommodation.      No  p.  1.      T.  +  1. 

Teeth  slightly  suspicious. 

Ophthalmoscopic  appearances. — R.  disc  somewhat  hazy, 
one  or  two  small  patches  of  choroiditis  in  periphery.  L. 
disc  very  white,  with  a  deep  excavated  cup,  one  patch  of 
choroiditis  in  lower  part  of  fundus. 

It  is  to  be  regretted  that  no  family  history  can  be 
obtained,  except  from  the  child  herself ;  her  father  and 
mother  are  both  dead,  and  she  went  to  the  Orphanage 
thi-ee  years  ago.  The  Sister  in  charge  says  the  eye  looked 
much  the  same  then  as  it  does  now. 

{March  lUh,  1886.) 
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VII.— DISEASES  OF  THE  LENS  AND  CAPSULE. 

1.  The  injection  operation  for  cataract. 
By  William  A.  M'Keown,  M.D.,  M.Ch. 

Gentlemen, — No  department  of  Ophthalmic  Surgery- 
has  received  greater  or  raore  widespread  attention  than 
the  treatment  of  cataract  in  its  various  forms.  For  a  long 
time  not  a  year  has  passed  without  the  introduction  of 
some  new  mode  of  performing  the  operation  in  some  one 
or  more  of  its  stages.  I  do  not  intend  to  offer  any  criticism 
on  the  various  procedures,  but  shall  rest  satisfied  with 
indicating  the  direction  towards  which  the  labours  of  the 
profession  have  decidedly  tended.  That  tendency  is  not 
only  towards  greater  safety,  but  likewise  towards  a  widening 
or  extension  of  the  limits  within  which  cataract  extraction 
may  be  reasonably  undertaken. 

By  the  various  forms  of  modified  linear  extraction  which 
have  practically  superseded  the  old  flap  method,  surgeons 
operate  on  cataracts  which  would  not  have  been  touched  by 
the  old  operators;  notwithstanding  this  the  percentage 
of  favourable  results  has  been  much  increased.  Still  matters 
are  not  quite  satisfactory.  Eyes  are  still  lost ;  some  are 
imperilled  ;  operations  are  often  too  prolonged  ;  the  surgeon 
often  finds  undue  difficulty  in  clearing  out  the  cortex  and 
cleaning  the  wound,  and  sometimes  he  does  not  succeed, 
notwithstanding  the  utmost  patience,  care,  and  dexterity. 

Let  us  inquire,  then,  if  the  modern  linear  methods  are 
not  quite  satisfactory — and  the  never-ceasing  efforts  of 
surgeons  in  all  civilised  countries  are  a  sufficient  proof — in 
what  direction  are  we  to  look  for  improvement  ?      What  is 
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the  most  notable  blemish  in  the  modern  operation  ?  What 
is  the  most  tedious,  difficult,  and  uncertain  stage  of  the 
operation  ?  I  think  when  you  look  back  to  your  own 
experience  you  will  say  that  the  last  stage,  viz.  the 
expulsion  of  the  cortex  and  the  clearing  of  the  wound  is 
that  which  admits  of  most  improvement,  and  to  that  stage 
my  observations  will  be  directed. 

Even  in  cataracts  which  appear  ripe  for  operation  the 
surgeon  may  find  himself  confronted  by  difficulties  not 
easily  overcome.  The  cortex  may  be  more  sticky  than  he 
had  reason  to  expect,  the  aqueous  may  be  secreted  very 
slowly,  and  the  cornea  may  be  very  thin  and  flaccid. 
What  are  the  resources  of  surgical  art  against  such  a 
combination  of  circumstances  ?  Nothing  but  the  scoop, 
or  pressure  through  the  lids,  repeated  at  long  intervals — 
both  frequently  ineffectual.  In  either  case  the  prospects 
of  a  satisfactory  result  may  be  seriously  marred.  But  if 
the  surgeon  undertake  an  operation  on  a  cataract  with 
considerable  transparent  cortical  substance  in  the  hope 
that  the  transparent  substance,  favoured  by  a  relatively 
large  section  and  a  very  free  opening  of  the  capsule,  will 
readily  come  away,  what  is  he  to  do  should  he  be  disap- 
pointed ?  He  may  remove  some  cortex  from  the  area  of 
the  pupil  by  the  ordinary  scoop,  but  what  security  has  he 
that  he  will  remove  it  all,  and  what  chance  has  he  of 
getting  away  what  has  remained  concealed  by  the  iris  ? 
When  troubles  such  as  I  have  indicated  occur,  twenty 
minutes  to  half  an  hour  may  be  occupied  in  the  effort,  and 
even  then  without  success.  Surely  that  is  too  long  to  be 
rubbing  and  pressing  the  eye  and  introducing  scoops. 

No  doubt  inflammations  are  caused  and  eyes  lost  by 
prolonged  manipulation.  All  things  being  equal,  the  more 
quickly  and  easily  an  operation  is  performed  the  better  for 
the  patient. 

I  come  now  to  the  practice  I  have  followed  for  some 
time  to  meet  the  difficulties  to  which  I  have  adverted.  It 
is  practically  a  new  stage  in  the  operation  of  extraction. 
After  extraction  of  the  nucleus  I  remove  the   cortex   by 
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injection  of  water  within  the  capsule  of  the  lens,  by  means 
of  the  instrument  which  I  now  exhibit,  and  which  may  be 
called,  fi'om  its  structure  and  double  function,  "  scoop- 
syringe,"  or,  better  still  perhaps,  '' tractor-syringe."* 
To  put  it  in  other  words,  I  substitute  in  the  operation  of 
extraction  a  washing  out  of  the  cortex,  whether  transparent 
or  opaque,  for  the  pressing,  rubbing,  and  scooping  out 
universally  practised.  My  favourite  method  of  operating 
is  as  follows  : — 

I  make  with  a  narrow  Graefe's  knife  the  points  of 
puncture  and  counter-puncture  in  the  sclero-corneal  junction 
about  one  millimetre  each  from  the  corneal  margin,  and 
so  complete  the  section  as  to  have  a  little  flap  of  two  or 
three  millimetres  in  depth,  the  apex  being  about  a  milli- 
metre from  the  margin  of  the  cornea  above.  A  little 
variation  in  the  form  of  the  incision,  provided  it  is  linear 
enough  for  exact  coaptation  and  large  enough  to  permit 
of  an  easy  expulsion  of  the  lens,  is  of  no  importance. 

I  make  a  full  iridectomy,  lacerate  the  capsule,  and 
expel  the  lens  in  the  usual  way  by  pressure.  I  always 
remove  the  speculum  after  iridectomy.  If  any  cortex  be 
left  behind,  and  do  not  at  once  come  away  by  slight 
friction  through  the  lid,  I  introduce  the  scoop-syringe  well 
within  the  capsule,  and  gently  inject  distilled  water  of  the 
temperature  of  about  100°  Fahr.  When  flakes  of  cortex 
are  coming  up  a  very  slight  motion  of  the  end  of  the  scoop 
towards  the  wound,  whilst  water  is  at  the  same  time  being 
injected,  greatly  facilitates  the  operation.  I  do  not  use 
the  scoop  as  a  lever  at  all,  so  that  there  is  no  injury  to  the 
posterior  surface  of  the  cornea.  There  is  no  contusion  of 
any  part.  The  water  is  the  actual  and  effective  agent, 
aided  though  it  be  by  the  motion  I  have  already  indi- 
cated. 

It  is  very  interesting  to  watch  the  effects  of  the  injection 
in  different  cases.  If  in  extracting  a  fairly  ripe  lens,  but 
some  cortex  has  been  left,  and  the  patient  cannot  see 
fingers,  a  very  gentle  injection  of  a  few   drops  of  water 

*  Made  by  Messrs.  Mayer  and  Meltzer,  Great  Portland  Street,  London. 
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instantly  enables  the  patient  to  count  the  fingers — the 
pupil  becomes  quite  clear  at  once.  If  the  lens  cortex  is 
very  adherent  to  the  capsule,  although  so  opaque  it  can  be 
readily  recognised,  on  injecting  you  see  the  masses  clear 
out  from  the  area  of  the  pupil  and  come  up  to  and  out  of 
the  wound — masses  may  be  seen  coming  up  likewise  from 
behind  the  iris.  The  water  acts  everywhere  within  the 
capsule  of  the  lens,  and  this  fact  alone,  assuming  that  the 
water  _2Jer  se  is  innocuous,  and  the  force  used  not  too  great, 
entitles  the  method  to  a  place  above  any  other  for  many 
difficult  cases  ;  but  when  the  cortex  is  transparent,  it  is 
of  equal  or  even  greater  service.  You  know  the  great 
objection  urged  to  the  operation  for  cataract  when  cortex 
is  transparent  is  that  you  cannot  see  the  cortex — some- 
times you  do  not  know  there  is  any  to  be  removed,  and  you 
have  no  guidance  as  to  the  direction  in  which  you  are  to 
put  the  scoop.  With  the  injection  there  is  no  such 
trouble — if  there  be  transparent  cortex,  the  water  sets  it 
in  motion,  and  the  operator  can  see  it  mix  with  the  water 
and  produce  an  appearance  similar  to  that  observed  on 
mixing  thick  clear  syrup  with  water.  Again,  in  cases  of 
over-ripe  lens,  when  hard  gritty  pieces  stick  to  the  capsule, 
the  water  gets  rid  of  the  offending  mass.  Without  intro- 
ducing the  scoop  into  the  eye  at  all,  but  simply  by  pressing 
it  on  the  little  ledge  of  cornea  above,  an  injection  along 
the  wound  clears  it  of  any  particle  of  cortex,  and  should 
a  tag  of  capsule  be  in  the  wound,  reveals  it  readily.  In 
the  same  way,  too,  the  water  may  be  passed  into  the 
anterior  chamber,  and  bubbles  of  air  removed  with  facility. 
Cortex  in  anterior  chamber  may  be  removed  likewise. 

My  method,  then,  has  a  very  large  field.  In  short,  in 
every  case  in  adults  and  in  young  persons  in  which  there 
is  any  difficulty  with  the  cortex,  and  in  which  iridectomy 
has  been  performed,  it  may  be  used.  I  think  it  unwise 
to  inject  when  an  iridectomy  has  not  been  performed, 
because  of  the  difficulty  of  properly  introducing  even  a 
small  scoop  well  within  the  capsule,  and  the  consequent 
risk  of  directing  the  injection  against  the  posterior  surface 
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of  the  iris  and  the  ciliary  body,  when    it    could    do    no 
possible  good  and  might  do  harm. 


About  two  thirds  nat.  size. 


The  scoop- syringe  (see  figure)  is  very  simple  in  its  con- 
struction— the  terminals  are  in  some  degree  shaped  like 
Critchett's  scoops.  Each  is  uniform  in  width,  however,  and 
is  hollow  all  the  way.  The  uniformity  of  width  secures  a 
freer  flow  of  the  water,  and  is  rather  an  advantage  because 
of  the  greater  support  given  to  the  vitreous  humour.  The 
terminal  may  be  connected  with  the  body  of  the  syringe, 
either  by  a  screw,  or  by  a  little  piece  of  thick  india  rubber. 
The  body  of  the  syringe  is  of  glass,  so  that  the  operator 
may  see  that  it  is  properly  charged  with  water,  and  that 
it  is  perfectly  clean.  The  piston  is  of  cotton  rolled  on  a 
glass  rod.  It  is  not  desirable  that  the  piston  should  be 
very  tight,  as  this  might  lead  to  too  great  pressure  of  the 
finger  for  steadiness.  I  do  not  like  the  oily  leather  pistons 
such  as  are  found  in  the  ordinary  hypodermic  syringes. 

In  an  operation  such  as  this  more  than  ordinary  care 
should  be  taken  that  the  instrument  and  the  water  are 
perfectly  free  from  septic  germs. 

Before  beginning  the  operation  I  always  pass  a  solution 
of  Condy^s  fluid  several  times  through  the  syringe,  after- 
wards absolute  alcohol,  and  then  remove  the  last  trace  of 
alcohol  by  filling  the  syringe  several  times  with  distilled 
water. 

2X 
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As  to  the  vessel  for  the  distilled  water  to  be  used  for 
injection,  every  operator  can  make  arrangements  after  his 
own  fancy,  the  essential  point  being  that  the  water  and 
the  vessel  should  be  free  from  organic  material,  and  that 
the  water  should  be  of  the  proper  temperature.  I  put  the 
distilled  water  in  a  deep  tumbler  which  is  placed  in  a 
vessel  containing  water  heated  by  a  spirit  lamp.  In  the 
tumbler  I  place  a  thermometer  (previously  washed  with 
Condy's  fluid  and  alcohol),  and  see  before  beginning  the 
operation  that  the  temperature  is  about  104°  Fahr.,  and 
then  remove  the  lamp.  The  syringes,  of  which  I  commonly 
have  two,  are  filled  with  the  distilled  water,  and  placed  in 
the  tumbler  till  required,  and  replaced  after  use.  By  the 
time  I  require  the  syringe  the  temperature  of  the  water 
will  probably  have  fallen  to  102°  or  100°  Fahr.,  and  a 
degree  or  two  more  of  heat  is  lost,  I  should  say,  during 
the  time  occupied  in  introducing  the  nozzle  into  the  eye. 
It  should  not  be  forgotten  that  in  ordinary  temperature  of 
the  air  the  syringe  loses  heat  rapidly,  and  if  from  any 
cause  the  syringe  cannot  be  used  directly  after  it  is  taken 
from  the  tumbler,  it  should  be  replaced  again  before  use 
to  restore  heat.  I  have  several  times  used  ordinary  town 
water,  previously  boiled,  with  as  good  results  as  distilled 
water.  It  possibly  might  be  an  advantage  to  use  water 
with  sufficient  chloride  of  sodium  added  to  make  it  like 
the  aqueous  humour  in  composition. 

I  have  used  the  scoop-syringe  in  all  thirty-nine  times,  and 
I  am  glad  to  say  with  very  encouraging  results.  In  the 
thirty-nine  operations  there  were  only  three  cases  of 
inflammation.  In  one  of  these  three  cases  there  was 
irido-choroiditis,  with  complete  closure  of  the  pupil,  but 
perception  of  light  when  I  last  saw  the  patient  was  still 
good;  in  another,  iritis,  with  complete  synechia  occurring 
after  the  patient's  discharge  from  hospital,  but  good 
prospects  with  iridotomy — in  the  third  case,  a  syphilitic 
subject,  on  whose  other  eye  I  had  previously  operated 
by  the  injection  method  with  complete  success,  there  was 
a  severe  iritis  late  in  access,  and  which  was  arrested  by 
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Heurtelouping  and  mercurial  inunction.  In  the  last  case 
vision  is  fair,  and  improving  every  day.  In  no  case  was 
there  suppuration  of  tlie  wound  or  panophthalmitis — in  no 
case  was  there  escape  of  vitreous  from  the  use  of  the 
syringe.  In  two  cases  of  traumatic  cataract  in  men  above 
forty,  notwithstanding  some  escape  of  vitreous  from  the 
original  injury,  the  syringe  was  used  with  the  result  of 
clearing  out  a  large  quantity  of  cortex  which  could  hardly 
have  been  otherwise  removed.  In  one  other  case  vitreous 
escaped,  and  that  was  not  from  injection,  but  from  quick 
motion  of  the  eye  upwards  when  the  scoop  was  in  the  eye. 
In  a  few  cases  there  were,  as  in  ordinary  operations  for 
cataract,  a  few  iritic  adhesions,  which  caused  no  incon- 
venience or  diminution  of  vision.  In  twelve  cases  the 
cataracts  were  unripe,  and  in  several  the  cortex  was  very 
sticky.  I  may  add  that  in  the  last  thirty  cases  of  injec- 
tion I  have  only  had  one  case  of  inflammation,  viz.  that 
of  the  syphilitic  subject  above  referred  to. 

There  are  two  cautions  I  would  give.  1st.  After 
iridectomy,  take  care  to  hasten  the  exit  of  blood  from  the 
anterior  chamber.  The  best  means  is  to  lose  no  time  in 
lacerating  the  capsule  of  the  lens,  so  that  the  lens  coming 
forward  behind  the  cornea  may  press  the  blood  out.  If 
blood  be  in  the  eye  at  the  time  of  injection  it  will  coagu- 
late, adhere  to  the  capsule  and  iris,  and  prevent  the 
surgeon  seeing  that  he  has  really  cleared  out  the  cortex. 
2nd.  Be  careful  to  introduce  the  end  of  the  syringe  well 
within  the  capsule.  See  that  there  is  cortex  in  front  of 
the  scoop.  The  object  generally  is  not  to  inject  into  the 
anterior  chamber  and  against  the  iris,  but  within  the 
capsule  to  remove  fragments. 

I  have  now  to  touch  upon  the  duration  of  the  operation. 
Few  surgeons  have  a  correct  idea  of  the  exact  number  of 
minutes  ordinary  cataract  operations  occupy,  but  I  have  no 
doubt  they  occupy  very  much  longer  than  supposed.  I 
do  not  believe  in  operating  against  time,  but  it  cannot  be 
disputed  that  the  quicker  an  operation  is  performed,  if  it 
be  done  with  tenderness,  the  better  for  the  patient, — pro- 
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longed  friction  must  be  injurious.  I  timed  the  duration 
of  the  last  eleven  operations  from  the  introduction  of  the 
speculum  till  the  application  of  the  bandage.  Two  were 
completed  in  six  minutes,  four  in  seven  minutes,  one  in  nine 
minutes,  one  in  eleven  minutes,  two  in  twelve  minutes,  and 
one  in  fifteen  minutes.  The  patients  were  all  operated  on 
without  chloroform,  and  where  the  operations  were  most 
tedious  this  was  usually  owing  to  the  want  of  control 
of  the  patient.  Under  anaesthetics  the  operations  would 
have  been  more  quick.  It  will  be  interesting  to  note  here- 
after whether  the  successes  bear  a  proportion  to  the 
quickness  with  which  the  operations  are  completed. 

I  have  confined  my  observations  to  the  injection  of  water 
by  the  scoop-syringe.  Before  I  devised  and  used  this  instru- 
ment, however,  I  introduced  water  within  the  capsule  by 
other  methods,  which  I  described  in  my  address  to  the 
Ophthalmological  Section  of  the  British  Medical  Associa- 
tion, at  its  meeting  in  Belfast,  in  1884.  I  show  you  the 
instruments  I  then  used.  Although  the  gravitation  bottle 
served  a  useful  purpose  at  the  time,  I  have  found  the 
scoop -syringe  so  superior  in  every  way  that  I  have 
definitely  abandoned  the  former.  As  to  the  injection  of 
water  by  means  of  a  fine  needle,  mentioned  in  the  address 
referred  to,  I  have  nothing  new  to  add,  save  that  I  have 
been  so  satisfied  with  the  scoop -syringe  that  I  have  not 
made  a  preliminary  injection  with  the  needle  for  some  time. 

I  am  aware  that  it  is  usually  unwise  to  draw  conclusions 
from  a  very  limited  number  of  cases,  and  still  more  so  to 
make  comparisons.  Every  surgeon  may  have  a  series  of 
cases  unusually  fortunate.  Still,  when  a  method  radically 
different  from  those  in  vogue  has  been  followed,  when 
circumstances  commonly  regarded  as  contra-indicating 
operation  are  disregarded,  when  obstacles  in  the  course  of 
the  operation  hitherto  reckoned  serious,  are  easily  over- 
come, the  operator  need  not  wait  for  an  accumulation  of 
hundreds  of  cases  before  detaihng  his  experiences.  Von 
Graefe  brought  his  modified  linear  extraction  before  the 
profession  after  sixty-nine  operations — the  soundness  of 
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the  conclusions  drawn  from  that  limited  number  has  been 
substantially  sustained.  In  my  opinion,  certain  main 
facts  are  pretty  firmly  established  by  my  thirty-nine  cases 
— 1st,  that  the  surgeon  need  not  fear  to  inject  pure 
water  of  the  temperature  of  the  body  within  the  capsule 
of  the  lens,  assuming  that  the  injection  is  made  with 
gentleness ;  2nd,  injection  by  scoop-syringe  does  not  tend 
to  cause  escape  of  vitreous  ;  3rd,  it  is  advantageous  in 
removing  cortex  both  in  ripe  and  unripe  cataracts,  and 
succeeds  when  other  methods  fail ;  4th,  it  shortens  the 
average  duration  of  operation  ;  5th,  pain  is  seldom  com- 
plained of,  and  when  it  is,  the  surgeon  should  look  to  the 
force  ;  6th,  injection  without  introducing  the  scoop  within 
the  eye  is  a  most  efficient  means  of  clearing  the  wound, 
detecting  capsule  in  it,  and  removing  bubbles  of  air  from 
the  anterior  chamber  ;  7th,  it  has  not  caused  in  any  one 
case  suppuration  of  the  eyeball  or  of  the  wound,  and  has 
been  seldom  followed  by  inflammation  of  the  iris. 

{October  Ibth,  1885.) 

Mr.  M.  M.  McHardy.— I  am  glad  to  have  heard  the 
author's  own  advocacy  of  his  ''  pumping  procedure  "  for 
the  removal  of  cataract,  for  one  can  little  doubt  that  he 
must  be  the  best  exponent  of  its  supposed  advantages, 
though  one  may  question  his  impartiality  as  a  critic  con- 
cerning its  drawbacks.  To  my  mind  the  method  would 
stand  condemned  on  a  priori  grounds,  unless  recommended 
by  incontrovertible  clinical  facts  in  its  favour.  It  seems  to 
me  that,  cseteris  paribus,  every  additional  instrument  intro- 
duced within  the  eye  tends  to  increase  the  danger  incurred. 
Indeed,  so  strongly  do  I  deprecate  the  unnecessary  intro- 
duction of  instruments  within  the  eye,  or  the  avoidable 
multiplication  of  instruments  so  used,  that  for  some  time 
past  it  has  been  my  practice,  in  the  extraction  of  senile 
cataract,  to  divide  the  capsule  of  the  lens  with  the  point  of 
the  linear  knife  before  proceeding  to  make  my  counter- 
puncture.  The  pumping  procedure  might  have  proved 
welcome  had  we  been   without  approximately  safe,  and 
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tolerably  sure,  means  for  hastening  tlie  ripening  of 
immature  cataracts,  but  Forster's  method,  which  I  have 
largely  practised,  affords  me  so  much  satisfaction  that  I 
do  not  feel  encouraged,  if  indeed  warranted,  in  attempt- 
ing this  pumping  procedure,  in  place  of  trituration  of  the 
cortex,  when  I  resolve  to  deal  with  an  immature  hard 
cataract.  T  do  not  mean  to  say  that  Forster's  plan  of 
triturating  the  cortex  is  entirely  devoid  of  risk.  On  the 
contrary,  I  believe  no  little  experience  is  necessary  before 
the  operator  can  properly  judge  when  to  cease  the  manipu- 
lation. It  is  easy  not  to  do  enough  to  provoke  rapid 
ripening  ;  it  is  not  difficult,  as  I  once  demonstrated,  to 
rupture  the  lens  capsule,  and  thus  to  necessitate  the  imme- 
diate removal  of  the  cataract ;  furthermore  it  appears 
easier  still  to  so  manipulate,  that  when  the  time  comes  for 
the  extraction,  escape  of  vitreous  humour  readily  ensues. 
Leastways  I  have  noticed  in  extracting  cataracts  which  I 
have  artificially  ripened  by  trituration  of  the  cortex  [a  la 
Forster)  that  there  has  been  a  far  greater  percentage  of  cases 
with  protrusion  of  vitreous  humour  than  I  am  familiar  with 
when  dealing  with  cataracts  that  have  not  been  artificially 
ripened.  It  seems  then  probable  that  the  hyaloid  mem- 
brane may  be  ruptured  by  the  manipulation.  In  no 
instance,  however,  has  the  loss  of  vitreous,  now  referred 
to,  been  of  serious  amount.  Forster's  method  further 
commends  itself  in  that  it  frequently  effects  to  break  down, 
and  permanently  abolish,  posterior  synechiee,  which,  if 
present  at  the  time  of  extraction,  might  become  fruitful 
sources  of  mischief.  One  word  as  to  the  pumping  pro- 
cedure shortening  the  duration  of  the  extraction  operation. 
"  Nine  minutes,^'  as  the  average  time  for  cataract  extrac- 
tion, seems  to  me  at  least  three  times  what  I  should  con- 
sider the  full  period  usually  requisite.  I  have  no  doubt 
as  to  the  efficacy  of  water  in  facilitating  the  removal  of  a 
sticky  cortez.  I  imagine  that  most  operators  do,  as  I 
myself  do  when  confronted  with  the  sticky  cortex  which 
shows  little  tendency  to  advance  towards  and  through  the 
wound  by  which  its  nucleus  has  escaped.      In   such  cases 
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I  wait  for  some  aqueous  humour  to  be  secreted_,  next 
manipulate  the  eye  through  the  lid,  then  find  the  cortex 
so  altered  that  it  readily  escapes  with  the  gush  of  aqueous 
humour  upon  the  lips  of  the  section  being  separated. 

Mr.  Adams  Frost  thought  that  the  principle  of  washing 
away  fragments  of  cortex  with  a  gentle  stream  of  water 
was  a  sound  one,  and  preferable  to  the  introduction  of  a 
scoop.  In  cases  in  which  the  cortex  was  turbid  friction 
usually  succeeded.  The  disappointing  cases  were  those  in 
which  a  layer  of  cortical  substance  remained  in  contact 
with  the  capsule  but  owing  to  its  transparency  escaped 
notice.  He  asked  whether  the  method  had  been  used  in 
laminar  cataract. 

Mr.  Anderson  Critchett  said  that  Dr.  Panas,  of  Paris, 
had  for  some  time  past  made  a  practice  of  irrigating  the 
anterior  chamber  to  remove  masses  of  soft  lens  substance, 
but  the  stream  was  regulated  by  an  assistant  while  the 
syringe  was  held  and  directed  by  the  operator. 

Dr.  McKeown  did  not  think  that  experienced  operators 
for  cataract  would  agree  with  Mr.  McHardy  that  the 
removal  of  sticky  cortex  was  at  all  an  easy  matter.  It 
was  in  fact  the  most  difficult  and  tedious  stage  of  the 
operation.  So  far  from  the  aqueous  humour  being  secreted 
again  and  the  cortex  mixed  up  with  it  and  evacuated  in 
two  or  three  minutes,  often  the  aqueous  was  secreted  very 
slowly,  and  the  operator  was  obliged  to  wait  time  after 
time  for  this  re-secretion,  and  renew  time  after  time  his 
attempts  at  removal  of  the  cortex  by  fi'iction  and  scoop. 
Sometimes  after  all  he  did  not  succeed.  He  had  seen  very 
experienced  and  distinguished  surgeons  occupied  at  opera- 
tions twenty  minutes  to  half  an  hour,  and  before  he 
began  the  injection  method  he  had  had  similar  experience. 
The  cases  in  which  Mr.  McHardy  says  he  got  rid  of  cortex 
in  two  or  three  minutes  were  not  cases  of  sticky  cortex  at 
all  as  understood  by  the  profession.  Many  of  his  (Dr. 
McKeown's)  cases  were  different  from  those  found  in 
ordinary  reports.  Some  had  the  peripheral  cortex  trans- 
parent, and  some  had  segments  transparent.      Such   cases 
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were  put  off  by  operators  for  an  indefinite  period  for 
greater  maturity,  but  these  lie  had  no  hesitation  in  under- 
taking by  his  method.  He  knew  nothing  of  Mr.  Panas' 
method  of  injection  referred  to  by  Mr,  Critchett.  He  (Dr. 
McKeown)  began  his  practice  of  injection  eighteen  months 
ago  and  his  idea  originated  with  himself,  and  had  been 
before  the  profession  since  July,  1884.  From  a  query  by 
one  of  the  members  it  would  seem  he  had  not  made  quite 
plain  his  mode  of  using  the  scoop  combined  with  the  injec- 
tion. He  did  not  use  the  scoop  as  a  lever  at  all.  The 
cortex  coming  in  front  of  the  scoop  was  coaxed  towards 
the  wound  by  a  gentle  motion  of  the  scoop,  whilst 
the  water  issuing  from  the  slit  in  the  end  still  further 
aided.  There  was  no  danger  of  the  little  ridge  at  the  end 
of  the  scoop  injuring  the  posterior  surface  of  the  cornea. 
A  difficulty  was  apprehended  as  to  getting  the  scoop  inside 
the  capsule.  There  was  no  difiiculty  about  that  in  cases 
of  immature  cataract  and  retained  cortex.  In  cases  of 
cortex  retained  in  capsule  the  scoop  should  be  behind 
cortex,  and  therefore  it  would  be  behind  capsule.  He  had 
the  conviction  that  anyone  who  had  used  the  syringe  a  few 
times,  and  knew  how  to  use  it,  would  never  go  back  to 
the  old  method  of  friction  and  common  scooping. 
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1.   Peculiar-looking  detachment  of  retina ;   vision  and  field 
slightly  improved  after  iridectomy . 

By  W.  A.  Beailey,  M.D. 

W.  B — ,  set.  40,  carpenter. 

Bight  eye. — Inner  part  of  field  wanting,  corresponding  to 
a  large  detachment  of  outer  part  of  retina,  0.  D.  but  dimly 
visible  on  account  of  floating  opacities  in  vitreous.  Dotted 
and  fine  linear  opacities  on  posterior  part  of  lens  capsule 
below.  Through  the  large  iridectomy  gap  there  is  visible 
to  upper  and  slightly  outer  side  a  dark  mass,  with  sharp 
rounded  outline,  projecting  from  above.  Seen  with  the  erect 
image  it  is  reddish  in  places,  and  appears  more  trans- 
parent towards  its  base.  Blood-vessels  appear  to  run  over 
it.  It  is  probably  a  dependent  fold  of  the  detached  retina 
(query  containing  blood). 

Left  eye  has  the  outer  half  of  field  wanting.  Numerous 
fine  posterior  synechiee. 

History. — Never  short-sighted;  denies  syphilis;  married; 
no  family  ever.  Is  a  carpenter.  Has  drunk  a  little. 
Both  eyes  failed  about  fourteen  years  ago  while  walking 
in  a  bent  position  through  a  tunnel.  Left  much  worse 
after  inflammation  (iritis  ?)  last  Christmas  from  exposure 
to  cold  and  dust. 

Iridectomy  upwards  on  right  on  November  22nd,  1885, 
followed  by  slight  enlargement  of  field.  The  loss  of 
sight  was  previously  up  to  the  middle  line  exactly.      V. 
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Chabt.— W.  B— ,  right  eye,  Oct.  30th,  1885, 


since   then  =  fingers   at    12',   whereas  previously   it  was 
fingers  at  3'  only. 

{Living  specimen.      November  \2th,  1885.) 


PLATE   II 

Shows  the  ophthalmoscopical  appearances  in  Mr.  Nettleship's 
case  of  lietinitis  in  Diabetes.  From  a  drawing  by  Miss 
Boole. 


DIABETIC    RETINITIS.  33] 

2.   Diabetic  retinitis. 

By  E.  Nettleship. 

(With  Plate  II.) 

The  Plate   shows    the    ophthalmoscopical  appearances 
seen  by  the  direct  method  in  the  R.  eye.      The  disc  and 
retinal  vessels  are  healthy  looking  and  the  retina  generally 
IS  clear  and  free  from  haemorrhages,  but  over  the  central 
region  of  the  fundus  a  large  number  of  patches  and  spots 
of  white  deposit  are  scattered.      These,  whilst  resembling 
m  their  general  features  the  white  patches  of  albuminuric 
retinitis    differ  from  them  somewhat  in  position  and  group- 
ing-, and  to  a  less  degi-ee  in  colour.      The  extreme  boundary 
ot  the  y.  s.  region  is  bounded,  just  within  the  superior  and 
mferior  macular  vessels,  by  an  irregular  zone  composed  of 
groups  of  rather  small  white  spots,  some  of  these  groups 
themselves  being  m  the  form  of  incomplete  rings       The 
part  between  this  zone  and  the  y.  s.  is  nearly  free  from 
deposits,  but  the  y.  s.  itself  is  occupied  by  a  dense,  irre- 
gular  mass  of  the  same  deposit  surrounded  by  a  few  smaller 
pieces,  and  in  front  of  these  are  numerous,  extremely  fine 
white  points.      At  some  little  distance  to  the  nasal  side  of 
the  disc  are  several  other  groups  of  similar  white  deposits 
As  to  grouping,  though  the  spots   tend,  as   in  late   albu-' 
mmuric  retinitis,  to  run  together  into  clumps,  neither  the 
single  spots  nor  the  secondary  clumps  show  any  tendency 
to   the    arrangement   in    spokes  radiating  from  the   y    s 
which  IS  usual  in  the  latter  disease.      Many  of  the  patches 
to  the  nasal  side  of  the  o.  d.  are  seen  to  lie  close  beneath 
retinal  vessels ;   none  of  the  patches  lie  in  front  of  the 
vessels       The  background  on  which  the  spots  ]ie  is  always 
darker  than  the  rest  of  the  fundus.     This  may  be  explained 
partly   by   contrast  and   partly  by  the   patches   throwing 
shadows  on  the  choroid,  but  in  some  places  there  would 
seem  to  be  a  real  mcrease  of  pigment,  probably  derived 


332  DISEASES    OP    THE    RETINA. 

from  former  liaemorrliage.  All  the  deposits  are  somewhat 
yellower  in  tint  than  those  in  ordinary  albuminuric 
cases. 

The  patient,  James  J — ,  set.  50,  came  to  the  Moorfields 
Hospital  on  January  17th,  1885,  with  complete  cataract  in 
the  L.  and  the  condition  here  shown  in  the  R.  The  L. 
had  been  failing  seven  years,  but  seemed  healthy  except 
for  the  cataract,  and  had  good  p.  1.  The  E.  had  been 
failing  about  a  year,  and  seemed  to  be  still  slowly  get- 
ting worse ;  V.,  on  admission,  =  18  J.  badly  with  +  3  D. 
The  eye  was  examined  several  times  between  the  middle 
of  January  and  the  end  of  April,  but  the  appearances  did 
not  alter. 

He  was  a  tailor,  apparently  in  good  health,  but  senile 
looking  ;  had  lived  steadily  and  had  scarcely  ever  been  laid 
up.  He  did  not  consider  his  urine  excessive.  The  urine 
was  examined  repeatedly  and  always  with  the  same  result ; 
the  sp.  gr.  varied  from  1030  to  1040,  a  large  quantity 
of  sugar  was  always  found,  but  there  was  never  any 
trace  of  albumen.  During  one  period  of  twenty-four 
hours  (when  he  was  for  a  short  time  in  St.  Thomas's 
Hospital)  he  passed  115  oz.  of  urine  which  contained 
2645  grains  (=  5*5  oz.)  of  sugar. 

{Card  specimen.     December  10th,  1885.) 

Mr.  M.  M.  McHardy  said  :  The  exhibition  of  this  patient, 
as  well  as  the  carefully  digested  description  of  the  morbid 
appearances,  seem  of  real  practical  utility.  I  can  call  to 
mind  a  significant  number  of  cases  which  presented  almost 
identical  appearances  and  occurred  in  patients  who  had 
albuminuria.  Nevertheless,  when  these  cases  were  under 
observation,  I  was  not  in  the  habit  of  systematically  exam- 
ining for  an  excess  of  sugar  in  urine  which  I  knew  to  be 
albuminous.  Now,  on  reviewing  some  of  these  cases,  it 
seems  highly  probable  that  they  were  examples  of  albu- 
minuria complicated  with  diabetes.  It  becomes  therefore 
a  question,  how  much  of  these  now  well-described  and 
prettily-exemplified   retinal    changes    depend   respectively 
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upon  a  diabetic  or  an  albuminuric  condition.  Picric  acid, 
used  after  the  manner  recommended  by  Dr.  George  John- 
son, affords  at  once  such  a  satisfactory  test  for  albumen, 
and  renders  it  so  brief  and  simple  an  operation  to  further 
determine  the  presence  or  absence  of  an  excess  of  sugar  in 
the  sample  which  has  just  been  tested  for  albumen,  that 
there  remains  little  excuse  in  the  future  for  an  omission  to 
eliminate  that  ground  of  doubt  which  at  present  leaves  one 
uncertain  as  to  whether  diabetes  complicated  those  far- 
advanced  and  fatal  cases  of  albuminuria  in  which  these 
particular  retinal  changes  were  observed. 

Dr.  Stephen  Mackenzie,  in  reply  to  Mr.  Nettleship's 
desire  to  elicit  the  experience  of  physicians  as  to  whether 
there  are  any  ophthalmoscopic  signs  pathognomonic  of  dia- 
betic retinitis,  remarked  that,  as  far  as  his  experience  went, 
the  appearances  met  with  in  diabetes  were  very  similar 
to  those  seen  in  Bright's  disease,  some  cases  of  cerebral 
tumour,  anaemia,  and  lead-poisoning.  The  appearances 
were  so  like  what  were  seen  in  Bright's  disease,  that,  as 
Leber  had  pointed  out,  some  of  the  earlier  cases  of 
glycosuric  retinitis  had  been  passed  over  as  the  retinitis 
of  kidney  disease  consequent  on  the  diabetes.  But  cases 
Leber  had  reported,  and  one  he  (Dr.  Mackenzie)  had 
recorded  in  the  '  Royal  London  Ophthalmic  Hospital 
Reports '  showed  that  retinitis  might  occur  in  cases  of 
diabetes  in  which  there  were  no  albuminuria,  increased 
arterial  tension,  or  hypertrophy  of  the  left  ventricle,  and 
no  diminution  of  urea  in  the  urine,  and  in  which  post- 
mortem examination  showed  an  absence  of  nephritis.  It 
was  therefore  clear  that  there  was  a  form  of  retinitis 
dependent  on  diabetes.  His  own  limited  experience  led 
him  to  concur  with  the  opinion  expressed  by  Leber  that  in 
glycosuric  retinitis  the  chief  point  of  differentiation  from 
albuminuric  retinitis  was  the  occurrence  of  hsGmorrhages 
into  the  vitreous.  It  was  particularly  noteworthy  that  in 
cases  of  glycosuric  retinitis  large  haemorrhages  took  place 
into  the  vitreous  with  more  or  less  sudden  and  partial 
loss  of  sight  and  obscuration  of  the  details  of  the  fundus. 
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and  that  these  recurred  in  one  or  both  eyes  from  time  to 
time.  He  would  be  glad  to  learn  from  ophthalmic 
surgeons  whether  in  their  opinion  haemorrhages  into  the 
vitreous  were  an  important  distinguishing  sign  between 
albuminuric  and  glycosuric  retinitis. 

Mr.  GuNN. — I  have  observed  a  somewhat  similar  appear- 
ance to  that  represented  in  Mr.  Nettleship's  drawing  in 
at  least  two  cases  of  old-standing  diabetic  retinitis. 
Possibly  an  old  albuminuric  retinitis  may  also  occasionally 
resemble  this^  but  I  do  not  remember  to  have  seen  such  a 
case.  Indeed^  in  my  experience  it  is  most  exceptional  to 
see  an  old  case  of  albuminuric  retinitis  ;  this  latter  affec- 
tion seems  to  occur  at  a  late  stage  of  the  general  disease 
so  that  death  supervenes  before  the  retinal  changes  have 
existed  very  long.  If  such  an  appearance  ever  occurs  in 
an  old  albuminuric  case  I  should  expect  to  meet  with  it 
in  one  where  the  retinitis  had  been  severe  and  in  associa- 
tion with  pregnancy. 

Mr.  Nettleship. — Eeplyingto  Dr.  Mackenzie,!  would  say 
that  I  was  alive  to  the  importance  of  heemorrhage  into  the 
vitreous  as  an  indication  of  diabetes  in  any  case  of  retinitis 
with  white  patches  and  extravasations  of  blood  into  the 
retina.  Looking  upon  the  appearances  seen  in  the  case 
exhibited  this  evening  as  perhaps  showing*  a  late  stage 
of  the  mixed  condition  referred  to,  I  wished  to  emphasize 
the  differences  between  my  case,  as  it  actually  is,  and 
ordinary  cases  of  albuminuric  retinitis.  Besides  the 
differences  already  mentioned,  I  would  point  out  the 
freedom  of  the  disc  and  retinal  vessels  from  change,  and 
the  absence  of  those  scattered,  small  spots  of  pigment 
which  are  so  often  found  at  the  fundus  after  the  cloudiness 
has  disappeared  and  the  oedema  subsided  in  cases  of  severe 
albuminuric  retinitis.  It  will,  I  think,  be  worth  while  to 
inquire  how  far  the  appearances  seen  in  the  patient  this 
evening  are  characteristic  of  a  late  stage  of  diabetic 
retinitis.  I  have  seen  at  least  one  other  case  like  this  in 
diabetes  (see  these  'Transactions,^  vol.  ii,  p.  51). 
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DESCRIPTION   OF   PLATE   III. 

Fig.  1  illustrates  Mr.  Jessop'a  case  of  Semicircular  Eetinal 
Haemorrhage  below  Macula  (see  p.  335).  From  a  drawing  by 
E.  Burgess. 

Figs.  2  and  3  illustrate  Mr.  Cant's  case  of  Symmetrical  Disease 
of  Fundus  (see  p.  490).  They  give  the  position,  relative  size, 
and  shape  of  the  affected  patch  in  each  fundus,  as  seen  by  the 
direct  method. 
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3.  Large   semicircular   retinal    hsemorrhage    heloiv    yelloio 
spot ;   recovery  with  good  vision. 

By  Walter  H.  Jessop,  M.B. 

(With  Plate  III,  fig.  1.) 

Rebecca  B — ,  ast.  48,  came  to  the  Central  London 
Ophthalmic  Hospital  on  September  23rd,  1885,  complaining- 
that  though  wearing  spectacles  her  sight  was  getting  worse, 
and  at  times  failed  altogether  for  a  short  time.  V.  =  4 
in  each  eye  with  hypermetropic  correction.  Ophth.  : 
fundi,  well-marked  physiological  pits,  otherwise  normal. 

Has  only  been  married  eight  months  ;  catamenia  irreo-- 
ular  for  last  two  years,  and  have  ceased  altogether  for  one 
year. 

She  has  had  slight  rheumatic  pains  in  joints  at  times, 
but  otherwise  has  been  very  healthy,  with  the  exception  of 
occasional  severe  frontal  and  vertical  headaches  for  last 
two  years. 

Father  suffered  from  gout  and  rheumatism. 

October  27th. — Left  eye  :  Optic  disc  pinker  than  right, 
veins  below  pulsate.      Tension  and  fields  normal. 

November  3rd. — Went  to  bed  last  night  with  severe 
headache  and  found  in  morning  that  she  could  only  see 
light  with  her  left  eye,  and  that  everything  looked  dark 
red.  Ophthalmoscope. — Left  eye  :  Large,  semicircular, 
dark  red  haemorrhage,  edges  well  defined,  and  upper 
margin  perfectly  straight,  the  lower  edge  being  circular ; 
beyond  this  hsemorrhage  is  a  smaller  circular  one  on  a 
vessel.  Edges  of  optic  disc  badly  defined,  retinal  arteries 
tortuous.  V.  f  ;  counts  fingers  at  70  cm.,  but  cannot  see 
the  tops  of  them.  Urine  1016,  acid,  no  albumen,  no  sugar. 
Heart  and  lungs  normal. 

December  10th. — Vision,  left  eye  :  Letters  of  J.  20. 
The  upper  and  lower  edges  of  the  large  hsemorrhage  are 
less  well  defined. 
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21st. — Vision,  left  eye  -^.  Large  haemorrhage  more 
diffused,  especially  above,  and  its  inner  border  extends  up 
to  the  edge  of  the  disc.  The  colour  is  a  lighter  red,  and 
there  are  a  few  small  white  spots  on  it. 

From  this  date  the  hastnorrhage  became  gradually 
absorbed  from  above  downwards,  and  during  the  process 
numerous  white  spots  appeared  and  the  upper  part  then 
became  yellowish  white  in  colour. 

April  2nd. — Vision,  left  eye  ^,  H.  m,  1*5  D.  f . 
Ophthalmoscope  :  The  retina  where  the  haemorrhage  was 
looks  nearly  normal,  but  along  the  vein,  passing  down  and 
out  and  beyond  the  first  limit  of  the  haemorrhage,  is  a 
cluster  of  three  small,  white,  flocculent,  raised  spots,  and 
this  seems  to  be  the  only  sign  of  the  haemorrhage. 

{Oard  specimen.      December  10th,  1885.) 


4.  Aneurismal  dilatations  of  retinal  veins  and  arteries. 

By  J.  B.  Stoey  (Dublin). 

(With  Drawing.) 

The  patient  exhibited  is  the  individual  from  whose 
fundus  the  drawing  was  made  by  Mr.  Arthur  Benson 
which  is  published  in  the  '  Transactions '  of  the  Society, 
vol.  iii,  p.  108.  Great  interest  was  shown  in  the  peculiar 
appearances  delineated,  and  some  scepticism  was  ex- 
pressed by  some  of  the  members  of  the  Society  as  to  the 
accuracy  of  the  observation,  so  that  I  am  extremely  pleased 
to  be  able  to  exhibit  the  patient  to  the  Society  this 
evening,  and  am  still  more  pleased  to  be  able  to  demon- 
strate new  aneurisms  in  the  vessels  of  his  retina.  His 
vision  is  fingers  at  1  m.  T.  n.,  pupil  active.  The  second 
eye  is  healthy,  and  the  patient  has  had  no  troubles  of  any 
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kind,  visual  or  other,  during  the  past  two  years  There 
are  many  aneurisms  in  his  retina,  but  I  can  only  describe 
two  of  them  accurately,  one  upon  a  vein  and  one  upon  an 
artery.  Both  are  situated  in  the  upper  temporal  quadrant 
of  the  right  fundus,  and  their  locality  is  indicated  in  the 
rough  diagram  submitted  to  the  Society.  It  is  there  seen 
that  the  vena  temporalis  superior  bifurcates  shortly  after 
leaving  the   disc   into  a  vertical  and  a  horizontal   ramus. 


The  vertical  branch  has  an  almost  perfectly  tubular  mass 
of  pigment  surrounding  it  at  the  point  of  bifurcation, 
which  pigment-tube  was  a  well-known  object  in  the  man's 
fundus  two  years  ago.  The  horizontal  portion  of  the  vein 
is  crossed  a  short  distance  after  the  bifurcation  by  an 
ascending  branch  of  the  superior  temporal  artery,  which 
runs  pretty  nearly  parallel  to  the  ascending*  portion  of  the 
vein  before  mentioned.  This  artery  fades  away  just  before 
it  crosses  at  right  angles  the  first  external  branch  to  the 
vertical  portion  of  the  vein,  and  reappears  again  above 
the  branch.  Before  it  disappears  it  exhibits  a  small  triple 
dilatation,  moniliform  in  shape,  and  of  a  bright  cherry 
colour.  Above  the  vein  as  it  reappears  the  artery  shows 
another  single  dilatation  smaller  than  the  preceding. 
The  diameter  of  the  largest  of  the  three  little  dilatations 
might  be  rather  less  than  three  times  that  of  the  vessel 
itself. 

The  horizontal  portion  of  the  vena  temporalis  superior 
after  it  is  crossed  by  the  commencement  of  this  artery 
becomes  rapidly  smaller,  and  is  bounded  by  white  per- 
vascular  lines  for  a  distance  about  equal  to   that  between 
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the  point  of  bifurcation  and  the  place  where  the  ascending 
artery  crosses  it.  After  this  distance  it  dilates  again  to 
its  original  size  ajid  loses  the  white  lines.  Just  before  it 
re-dilates  it  gives  off  a  branch  running  upwards,  which 
again  gives  off  a  small  branch  towards  the  temporal  side. 
On  this  last  branch  there  is  a  small  aneurismal  dilatation, 
about  four  times  the  size  of  the  largest  of  the  three  little 
arterial  tumours  described  above,  and  of  a  much  darker 
hue,  as  would  naturally  be  expected  in  a  tumour  containing 
venous  and  not  arterial  blood.  This  tumour  is  not  quite 
spherical,  but  somewhat  pear  shaped. 

I  have  had  no  opportunity  of  examining  in  detail  the 
rest  of  the  fundus,  which  I  can  see  exhibits  many  other 
points  of  extreme  interest,  and  also  numerous  additional 
aneurisms.  The  diagram  is  submitted  merely  for  the 
purpose  of  indicating  the  exact  position  of  the  aneurisms, 
which  it  does  accurately  enough  if  it  be  understood  that 
the  vessels  are  represented  about  twice  too  broad  in  pro- 
portion to  their  length.  A  symmetrical  enlargement  of 
the  whole  diagram  on  these  lines  would  make  it  a  really 
correct  representation  of  the  portion  of  the  fundus  de- 
scribed. 

{Living  specimen.      November  12th,  1885.) 


5.    Cholesterin  visible  in  a  case  of  detached  retina. 
Bj  Simeon  Snell. 

Cases  are  on  record  which  indicate  that  cholesterin 
has  been  observed  in  all  parts  of  the  interior  of  the  eye. 
The  instance  now  related,  of  such  deposits  in  a  detached 
retina,  is  of  interest  and  worthy  of  notice  from  the  distinct- 
ness with  which  the  numerous  crystalline  plates  were 
visible,  even  with  the  unaided  eye. 

Joseph  F — ,  a3t.  11,  was  brought  to  me  in  February  this 
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year,  at  tlie  Sheffield  General  Infirmary.  When  two 
years  old  something  wrong  with  the  right  eye  was 
observed,  and  between  the  ages  of  three  and  four  it  was 
discovered  that  he  was  blind  with  it ;  he  could  not  at  this 
tim.e  "  see  a  spoon  or  anything  placed  before  him."  He 
was  brought  to  me  about  five  years  ago,  but  no  notes  of 
his  then  condition  are  preserved  ;  it  is  recollected,  how- 
ever, that  he  was  blind,  but  that  the  conditions  to  be 
described  were  not  then  visible. 

The  left  eye  was  normal  beyond  a  high  degree  of  H. 
(8  D.). 

The  condition  of  right  eye  was  as  follows  : 

The  exterior  of  the  globe  was  normal,  tension  was 
good,  but  there  was  no  p.  1.  The  media  were  clear.  On 
looking  through  the  pupil,  especially  if  dilated,  even  with 
the  naked  eye,  but  better  with  the  aid  of  a  mirror,  was 
seen  a  yellowish  white  membrane  (detached  retina)  in  which 
sparkled  numerous  glistening  plates,  some  large,  and  others 
small.  The  membrane  was  somewhat  wavy,  on  movements 
of  the  globe,  but  in  appeai-ance  it  was  denser  and  thicker 
than  an  ordinary  detached  retina,  even  one  of  old  standing. 
At  one  spot  towards  the  back  was  a  larger,  more  yellowish, 
or  buffy  looking  part.  The  whole  appearance  was  better 
seen  with  the  ophthalmoscopic  mirror,  and  it  was  noticed 
that  the  situation  of  the  cholesterin  plates  chiefly  con- 
cerned the  inner  portion,  and  that  this  part  above  and 
below  merged  into  one  more  milky,  mottled,  and  irregular. 
The  retina  was  nearly  universally  detached ;  only  above 
and  outwards  at  the  periphery  was  a  slight  glimpse  of 
indistinct  red  reflex  obtained.  With  focal  illumination 
the  patches  were  very  distinct,  and  were  clearly  seen  to  be 
fixed  in  the  detached  retina,  over  which  some  fine  vessels 
were  observed  to  course. 

Towards  the  periphery  collections  of  more  yellowish 
matter  were  observed.  Between  the  outer  and  inner 
sides,  and  in  fact  from  above  and  below  also,  the  space 
fnnneled  down  to  the  optic  nerve  entrance,  but  no  papilla 
was  observed.      The  character  of  sub-retinal  fluid,  if  any. 
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was   not   made   out^  being  quite  obscured   by  the  opacity 
of  tlie  detached  retina. 

The  boy  was  shown  before  the  Sheffield  Medico-Chirur- 
gical  Society  on  March  llth^  1886,  and  the  appearances 
described  were  readily  observed  by  the  members  present. 

The  sequel  to  this  case  is  very  interesting.  He  suffered 
in  the  early  part  of  July  from  iritis.  The  surface  of  the 
iris  was  studded  with  numerous  glistening  particles,  many 
of  them  very  minute  -,  they  were  rather  yellowish  or 
golden  in  colour,  and  in  one  or  two  places  in  the  iris 
were  collections  of  these  bodies,  apparently  cholesterin 
plates.  The  aqueous  humour  also  sparkled  with  very 
minute  particles,  and  some  were  also  seen  in  the  cornea. 
The  appearances  gradually  disappeared,  and  on  September 
23rd  the  inflammatory  symptoms  have  for  some  weeks 
ceased,  and  only  one  or  two  minute  cholesterin  particles 
are  detected  after  a  careful  search  in  the  iris.  The  pupil 
is  in  a  measure  occluded  and  prevents  such  a  good  view 
of  the  interior  of  the  eye  as  was  possible  when  the 
account  of  the  case  was  read  before  this  Society. 

{Septemher  2Srd,  1886.) 

Mr.  Nettleship  thought  that  there  was  another  point 
of  considerable  interest  in  the  case  ;  total  detachment  of 
the  retina  at  so  early  an  age  was  most  unusual.  There 
was  a  class  of  cases  where,  in  children,  gross  detachments  of 
the  retina  occurred  in  connection  with  thick  patches,  some- 
times white,  sometimes  yellow,  on  or  behind  it,  with  an 
appearance  as  if  indicating  subretinal  hsemorrhage  ;  Mr. 
Snell's  case  appeai-ed  to  belong  to  this  class.  In  one  such 
case  which  he  had  examined,  there  was  a  sediment  in  the 
subretinal  space,  consisting  chiefly  of  fat  globules.  As  to 
the  causation  of  these  detachments,  nothing  was  known, 
but  he  suggested  that  there  might  be  some  connection 
between  the  detachment  and  an  exanthem.  The  patient 
whose  case  he  quoted  had  recently  suffered  from  scarlet 
fever. 
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6.  Emholism    of   the    arteria    centralis    retinse,    occurring 
during  puerperal  septicaemia. 

By  Simeon  Snell. 

Mrs.  H— ,  a9t.  26,  applied  at  the  Sheffield  General 
Infirmary  on  January  16th,  1886,  on  account  of  loss  of 
sight  of  left  eye. 

The  patient  was  married  on  January  26th,  1885,  and  up 
to  that  time  enjoyed  excellent  health.  She  soon  became 
pregnant,  and  suffered  a  good  deal  all  through  this  period 
from  sickness,  cough,  and  general  weakness.  She  was 
confined  of  a  female  child  at  full  time  on  November  19th, 
1885.  A  neighbour  expresses  herself  by  saying  that  it 
was  a  '^beautiful  labour."  She  had  only  the  services  of 
a  midwife,  but  as  far  as  can  be  ascertained,  it  would 
appear  that  the  placenta  came  away  properly  and  that  the 
labour  was  a  normal  one.  She  went  on  well  for  a  few 
days.  The  midwife  is,  however,  stated  to  have  neglected 
her  very  much  as  to  cleanliness  ;  and  on  the  evening  of 
the  23rd  it  is  asserted  that  a  clean  sheet  was  placed  under 
the  woman,  but  over  the  dirty  blanket  on  which  she  had 
been  lying.  She  was  in  no  way  washed  properly  and  the 
patient  was  painfully  aware,  she  says,  of  her  offensive 
state.  On  the  23rd  she  was  seized  with  severe  shivering 
fits ;  she  shook  the  bed,  and,  as  she  expresses  it,  she  was 
"  cold  inwardly  but  sweat  outwardly."  A  medical  man 
who  was  sent  for  tells  me  he  found  her  delirious,  almost 
maniacal,  pulse  120,  temp.  103°,  lochia  very  offensive,  and 
that  there  were  several  rigors.  He  regarded  the  case  as 
one  of  puerperal  septiceemia,  but  I  am  not  able  to  obtain 
any  very  detailed  notes  ;  but  what  information  he  has 
kindly  placed  at  my  disposal  is  merged  in  the  general 
account  which  follows. 

The  rigors  continued  the  next  day.  She  had  passed 
clots  up  to  this  time,  and  the  discharge  was  very  offensive. 
On  the  25th  some  small  clots,  very  stinking  and  black, 
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came  away.  Condy's  fluid  had  been  prescribed  as  an 
injection.  She  suffered  from  some  abdominal  pain,  but  at 
no  time  was  the  pain  excessive.  For  the  first  few  days 
her  condition  appeared  very  grave,  and  the  friends  feared 
the  worst,  but  my  medical  friend  tells  me  that  after  the 
first  day  or  two  he  regarded  the  case  favorably.  Quinine 
was  prescribed  with  benefit.  At  no  time  were  the  breasts 
affected  or  the  supply  of  milk  diminished. 

Towards  the  end  of  the  second  week  she  was  improving 
on  the  whole  well,  but  progress  was  slow.  On  the 
Saturday  night  (27th)  or  Sunday  morning,  whilst  her 
husband  and  sister  were  sitting  up  with  her,  without 
warning  the  sight  of  left  eye  was  suddenly  and  com- 
pletely lost.      In  this  condition  it  has  remained. 

Her  general  health  slowly  improved,  but  the  lochia 
continued  offensive,  and  the  discharge  did  not  cease  until 
more  than  a  month  had  elapsed  after  the  birth  of  the 
child.  At  no  time  did  she  suffer  from  pains  in  the  joints, 
or  from  any  symptoms,  as  far  as  can  be  ascertained,  that 
would  suggest  deposits  in  other  parts.  The  mother 
continued  to  suckle  the  child,  and  she  is  alive  and  well. 

The  patient^s  family  history  was  excellent,  except  that 
her  mother  had  once  been  confined  in  an  asylum,  but  this 
occurred  at  the  "  change,' '  which  was  supposed  to  have  a 
good  deal  to  do  with  her  mental  state. 

Mrs.  H — 's  condition  on  visiting  me  at  the  infirmary 
was  as  follows  : 

Left  eye. — There  was  the  barest  (if  any)  perception  of 
light,  pupil  a  trifle  dilated  and  acting  only  in  concert  with 
its  fellow.  The  ophthalmoscope  disclosed  the  appearances 
met  with  in  embolism  of  the  central  artery  of  retina. 
There  was  now  no  cherry  dot  in  the  macula,  and  the 
period  of  effusion  had  gone  by  ;  the  optic  papilla  was  a 
dirty  papery-looking  white  ;  the  situation  of  the  vessels 
could  be  traced  on  its  expanse  as  lines,  but  the  continua- 
tions in  the  retina,  which  were  visible,  were  represented 
only  as  light  coloured  lines.  The  whole  retina  was 
mottled-looking,  and  at  the   periphery  at    the   outer  side 
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were   some  diffused  haemorrhages,   which   had  undergone 
partial  absorption. 

The  urine  had  a  sp.  gr.  1026,  and  contained  neither 
albumen  nor  sugar. 

My  colleague,  Dr.  Dyson,  kindly  examined  the  heart 
for  me  and  made  the  following  report  : 

"  Condition  of  heart  normal,  except  that  the  first  sound 
at  apex  is  somewhat  valvular." 

Since  first  observed  the  optic  papilla  has  passed  into 
characteristic  atrophy. 

The  interest  in  this  case  of  embolism  of  the  central 
artery  of  retina  lies  chiefly  in  its  association  with  puerperal 
septicEemia. 

It  will  have  been  observed  that  I  have  remarked  that 
the  heart-sounds  of  patient  were  normal,  and  that  there 
was  no  evidence  of  lung  complications.  In  the  puerperal 
state  and  in  the  feeble  condition  in  which  my  patient  was 
found  it  is  hardly  necessary,  perhaps,  to  go  far  to  account 
for  an  embolus,  for  even  if  septicaemia  were  present  a 
simple  thrombus  might  have  formed  in  the  heart  or 
pulmonary  vessels,  from  which  a  portion  might  have  become 
detached  and  lodged  in  the  central  artery  of  retina.  It  is 
not,  however,  material  to  my  purpose  to  speculate  upon 
the  source  of  the  embolus,  which  at  best  may  be  only  a 
matter  of  conjecture.  I  desire  chiefly  to  record  the  fact 
of  its  occurrence  in  the  puerperal  state,  while  symptoms 
of  septicsemia  were  present,  and  that  its  course  was  not 
attended  by  any  unusual  or  inflammatory  effects. 

{June  lOth,  1886.) 

Dr.  Stephen  Mackenzie  remarked  Mr.  Snell's  case  was 
one  of  much  interest.  He  had  never  seen  a  case  of 
embolism  of  the  central  artery  of  the  retina  in  con- 
nection with  the  puerperal  state,  though  he  had  seen 
embolism  elsewhere  under  this  condition.  It  was  known 
that  the  puerperal  state  favoured  coagulation  of  the  blood. 
Whilst  any  conclusion  as  to  the  source  of  the  embolus 
must  of  course  be  purely  conjectural,  he  thought  the  cir- 
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cumstances  of  the  case  supported  Mr.  SnelPs  supposition 
that  the  plug  that  blocked  the  retinal  artery  was  probably- 
derived  from  the  heart. 


7.    Total  detachment  of  the  retina  in  a  child. 

By  W.  O.  Mahee  (Sydney). 

Arthur  H — ,  £et.  8,  was  brought  to  me  by  his  mother 
last  March  because  he  was  blind  in  his  right  eye.  She 
stated  that  her  attention  was  first  drawn  to  his  eyes  about 
five  years  ago,  when  she  noticed  that  he  had  a  squint. 
The  squint  became  more  and  more  marked  for  about  three 
years,  but  during  the  last  two  years  she  had  not  noticed 
any  change. 

On  examination  there  was  marked  divergent  strabismus 
of  the  right  eye  of  from  8  to  10  mm.  The  cornea  was 
clear ;  the  anterior  chamber  normal  ;  the  pupil,  which 
was  slightly  dilated,  did  not  react  directly  to  light,  and 
its  indirect  action  was  not  very  marked.  The  lens  and 
vitreous  were  clear.  The  retina  was  totally  detached.  The 
optic  disc  came  clearly  into  view  with  a  —  2  D.  lens,  whilst 
to  see  the  retinal  vessels  at  the  inner  part  of  the  fundus 
+  4  D.  was  required,  at  the  upper  and  outer  4-  13  D.,  and 
at  the  lower  +  6  D.,  showing  that  the  retina  was  detached 
at  the  inner  part  to  the  extent  of  about  1"7  mm.,  at  the 
upper  and  outer  to  the  extent  of  somewhat  more  than  4  mm., 
and  at  the  lower  to  the  extent  of  nearly  2'5  mm.  The  y.  s. 
region  was  best  seen  with  +  3  D.  The  fluid  intervening 
between  the  detached  retina  and  choroid  was  clear,  so  that 
a  red  reflex  was  obtained  from  all  parts  of  the  fundus,  and 
extending  across  the  retina  at  the  upper  part  was  a  thin 
band  of  organised  lymph.  So  defective  was  the  vision 
that  there  was  not  even  perception  of  light.  The  tension 
was  normal. 

As   the   squint   had    existed    for    fully    five   years    the 
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PLATE   IV 

Illustrates  Mr.  Jessop's  case  of  Leuksemic  Eetinitis.     From  a 
drawing  by  E.  Burgess. 
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detacliineiit  must  have  occurred  before  the  child  was  three 
years  old. 

The  presence  of  a  cysticercus  or  an  intra-ocular  growth 
was  at  once  excluded  by  obtaining  a  red  reflex  from  all 
parts  of  the  fundus^  and  by  the  absence  of  the  character- 
istic appearances  of  such  affections.  The  mother  was 
confident  that  the  child  had  never  received  any  blow  on 
the  eye,  and  the  only  injury  the  eye  could  have  received 
was  at  birth  when  forceps  were  used. 

The  presence  of  a  band  of  lymph  in  the  retina  would 
rather  point  to  the  detachment  being  of  traumatic  origin, 
and  as  a  complete  congenital  detachment  of  the  retina  is 
probably  unknown  I  am  inclined  to  think  that  the  detach- 
ment in  this  case  was  due  to  the  application  of  the 
forceps. 

{June  10th,  1886.) 


8.   Case  of  leuksemic  retinitis. 

By  Walter  H.  Jessop,  M.B. 

(With  Plate  IV.) 

E.  S — ,  Eet.  21,  wheelwright,  was  admitted  into  Mark 
Ward,  St.  Bartholomew's  Hospital,  on  March  7th,  1886, 
under  the  care  of  Dr.  Andrew,  who  has  kindly  allowed 
me  to  use  the  careful  medical  notes  made  by  Dr.  S. 
Habershon. 

Past  history. — Seven  years  ago  he  had  rheumatic  fever, 
and  in  1880  went  to  Cape  Colony  for  four  years,  and 
worked  in  an  aguish  district ;  during  the  last  twelve 
months  of  his  stay  there  he  had  frequent  attacks  of  ague 
or  malarial  fever  (shivering  and  cold  stage,  followed  by 
sweating,  but  no  hot  stage)  ;  these  attacks  were  every  other 
night,  and  lasted  for  two  or  three  weeks  together.  In 
1884   he    left    South  Africa,    and   during  the  voyage    to 
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Point  de  Galle  had  dysentery,  and  first  noticed  swelling 
on  left  side  of  abdomen  ;  since  tlien  he  lias  become  weaker 
and  paler^  and  during  last  eighteen  months  short  of 
breath.  Ten  months  ago  he  returned  from  the  East  Indies, 
and  had  recurrence  of  the  same  aguish  attacks.  He  was 
admitted  into  John  Ward  on  November  26th,  1885,  under 
Dr.  Duckworth,  and  returned  from  the  Convalescent  Home 
about  three  weeks  ago ;  there  was  some  improvement 
whilst  in  hospital,  but  he  is  now  weaker  again.  He  has 
always  been  a  temperate  man  ;  three  years  ago  gonorrhoea  ; 
no  syphilitic  history  ;  during  an  attack  of  dysentery 
severe  haemorrhage  from  the  bowels  ;  and  whilst  in  John 
Ward,  on  extraction  of  a  tooth,  profuse  haemorrhage  lasting 
some  days. 

Family  history. — One  brother  died  of  phthisis. 

Present  condition. — Anaemic  ;  muscles  flabby,  no  great 
wasting  ;  pulse  96,  full  volume  ;  blood  contains  one  white 
to  four  or  five  red  corpuscles.  Enlarged  glands  in  right 
axilla,  behind  edge  of  left  sterno-mastoid,  and  in  both 
groins.  Chest  normal,  movements  poor ;  heart  normal  ; 
lungs  normal,  except  absence  of  vocal  vibration  at  extreme 
left  base. 

Abdomen. — Liver  normal.  Large  firm  tumour  occupy- 
ing whole  left  half  of  abdomen,  very  prominent,  with 
a  sharply-defined  inner  edge  extending  from  nipple 
line  in  the  left  hypochondriac  region  obliquely  inwards  to 
a  point  one  inch  to  the  left  of  the  umbilicus,  and  curving 
outwards  to  the  anterior  superior  spine  of  the  left  ilium  ; 
the  outer  side  and  surface  of  the  abdominal  tumour  is 
smooth  and  no  edge  is  to  be  felt.  Well-marked  splenic 
notch  one  inch  below  the  umbilicus  ;  dulness  and  enlarged 
veins  over  the  tumour ;  no  bruit ;  no  ascites  ;  no  oedema 
of  the  legs  ;  no  ecchymoses  or  hasmorrhages  to  be  seen. 

Urine  1015  ;  faint  cloud  of  albumen,  no  sugar. 

Eyes. — No  subconjunctival  haemorrhages  or  external 
symptoms  ;  conjunctivae  not  markedly  anaemic ;  colour 
perception  good.  Vision  :  right  eye  j— 5  ;  J.  4  at  22  cm.  ; 
left  eye  g^  ;  J.  4  at  22  cm. ;  sight  not  improved  by  glasses. 
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Left  eye. — OpJith.  :  media  clear ;  optic  disc  swollen, 
edges  very  indistinct.  Retinal  veins  tortuous,  distended, 
and  in  places  bounded  by  a  white  streak  ;  arteries  and 
veins  in  parts  quite  obscured  by  cfidema  of  retina,  wbich 
is  most  marked  around  the  disc  and  to  its  outer  side  ; 
there  are  a  few  small,  scattered,  recent  retinal  haemor- 
rhages ;  around  yellow  spot  is  a  ring  of  six  yellowish- 
white  spots  and  two  small  haemorrhages  ;  at  pei'iphery 
are  numerous  white  round  spots,  the  retina  around  many 
of  them  being  deeper  red  than  rest  of  retina.  At  about  a 
disc's  breadth  to  the  inner  and  lower  part  are  some  well- 
defined,  scattered,  white  spots  elevated  about  |-  mm. 
above  rest  of  retina ;  also  at  periphery  are  some  white 
streaks,  probably  being  atrophied  or  sclerosed  choroidal 
vessels.  The  choroidal  vessels  are  well  seen  in  places 
nearer  the  disc,  but  have  been  left  out  in  the  plate  ;  the 
retina  is  not  abnormally  pale,  but  very  hazy ;  refraction  is 
hypermetropic. 

Eight  eye. — The  signs  are  nearly  the  same  but  less  well 
marked. 

{Card  specimen.     July  2nd,  1886.) 


348 


IX.  DISEASES   OF   THE   CHOROID. 

1.   Tubercles   of  choroid;  demonstration  of  the  hacillus  of 
Koch  in  the  tubercular  nodules. 

By  J.  B.  Lawford,  M.D. 

(With  Plates  V  and  VI.) 

The  following  notes  concerning  the  examination  of  four 
eyeballs,  in  which  there  was  tubercular  disease  of  the 
choroid  coat,  are  brought  before  the  Society,  chiefly 
because  I  have  been  investigating  the  nodules  found 
therein  in  the  hope  of  detecting  the  Bacillus  tuberculosis. 
Case  1  I  had  intended  to  bring  forward,  from  a  clinical 
and  pathological  point  of  view,  as  one  of  considerable 
interest ;  but  having  also  examined  the  tubercular  mass  in 
the  choroid  for  bacilli,  I  have  thought  it  well  to  group 
it  with  the  others,  at  the  same  time  giving  more  details  of 
the  case. 

Case  1. — Thomas  F — ,  set.  5,  a  patient  in  the  North 
Eastern  Hospital  for  Children,  under  the  care  of  Dr. 
Semple,  who  has  published  an  account  of  the  case  in  its 
medical  aspects  in  the  '  Medical  Press  '  for  June  24th  1885. 

Admitted  November  17th,  died  November  28th,  1884. 
The  symptoms  pointed  to  meningitis,  and  four  days  after 
admission  Mr.  Waren  Tay  was  asked  to  make  an 
ophthalmoscopic  examination.  He  reported  as  follows  : — 
"  In  each  eye  there  is  optic  neuritis.  In  the  right  eye 
(inverted  image),  on  the  apparent  inner  side  of  the  disc, 
and  at  a  distance  from  it  of  about  one  disc's  diameter, 
there  is  an  ill-defined,  more  or  less  circular,  grey  patch 
about  one  quarter  the  size  of  the  disc.      No  patch  can  be 


PLATE  V 

Illustrates  Mr.  Lawford's  case  of  Tubercle  of  Choroid  (see 
p.  348).     From  a  drawing  by  A.  Stanford  Morton. 
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DESCEIPTION   OF   PLATE  VI. 

Drawing  of  a  section  through  the  tubercular  nodule  and  0.  D. 
of  Case  1,  the  ophthalmoscopic  appearances  of  which  are  shown 
in  Plate  V. 

The  shape  and  size  of  the  nodule  in  the  choroid,  and  its  situa- 
tion near  the  optic  disc,  are  well  seen. 

The  overlying  retina  became  detached  during  the  preparation 
of  the  section. 

Prom  a  drawing  by  M.  H.  Lapidge. 
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seen  in  the  left  eye.  Oplithalmoscopic  examination  is 
difficult  on  account  of  the  restlessness  of  patient." 

On  the  25th  the  accompanying  drawing  was  made  by 
Mr.  A.  S.  Morton.      (See  Plate  V.) 

On  the  26th  Mr.  Tay  further  reports  : — "In  the  right  eye 
in  y,  s.  region  is  a  somewhat  triangular  yellowish-looking 
patch  surrounded  by  a  halo  of  grey.  A  small  retinal 
blood-vessel  can  be  seen  running  across  the  patch  and 
apparently  lifted  up  by  it.  No  other  spots  can  be  seen  in 
this  eje,  and  none  were  found  in  the  left  eye.  The  child 
is  now  unconscious,  so  that  examination  is  easy." 

On  the  28th  the  patch  in  right  eye  seemed  slightly 
depressed  in  centre,  and  the  grey  area  was  larger,  the 
size  of  the  patch  now  appearing  nearly  as  large  as  the 
disc. 

At  the  autopsy,  fifteen  hours  after  death,  there  was 
found  tubercular  meningitis  ;  miliary  tubercle  of  lungs, 
heart,  liver  and  kidneys.  The  backs  of  both  eyes,  the 
optic  nerves  and  chiasma,  and  some  of  the  inflamed  basal 
meninges  were  removed,  placed  at  once  in  Miiller's  fluid, 
and  subsequently  in  spirit. 

Both  eyes  were  carefully  examined  after  removal,  but 
no  patches  other  than  that  in  the  y.  s.  region  of  right  eye 
could  be  discovered,  and  I  may  add  here  that  careful 
microscopic  examination  of  the  choroid  of  both  eyes  gave 
the  same  result. 

Microscopical  examination. — In  the  right  eye,  on  the 
temporal  side  of  the  disc  and  at  a  distance  of  4  mm.  from 
its  edge,  is  a  fusiform  swelling  measuring  4  mm.  in  its 
horizontal  diameter.  It  lies  between  the  retina  and 
sclerotic,  and  is  partly  anterior  to,  and  partly  posterior  to, 
the  choroid.  In  some  of  the  sections  this  tunic  can  be 
traced  through  the  growth,  which  it  crosses  obliquely,  but 
in  others  all  trace  of  choroid  has  given  place  to  the  new 
tissue.      (See  Plate  VI.) 

One  of  the  ciliary  arteries  enters  the  choroid  just 
behind  the  growth,  and  along-  this  vessel  and  its  channel 
through  the  sclerotic  some  infiltration  is  occurring. 
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There  are  a  number  of  dilated  vessels  in  the  clioroid  at 
the  margins  of  the  growth,  but  the  mass  itself  is  very 
slightly  vascular.  The  choroid  coat,  except  in  the  imme- 
diate vicinity  of  the  mass,  is  little  if  at  all  altered. 

The  hexagonal  pigment  covering  the  growth  is  very 
slightly  disturbed.  Over  the  central  part  it  is  somewhat 
disorganised  and  the  continuity  of  the  layer  interrupted, 
but  elsewhere  the  pigment  remains  in  contact,  and 
preserves  its  characters  unaltered. 

The  nodule  consists  histologically  of  a  collection  of 
small  cells.  These  are  distinct  and  well  formed  in  its 
peripheral  parts.  There  are  several  centres  of  caseation, 
where  scarcely  any  cellular  structure  can  be  made  out. 
Numerous  giant- cells  are  visible  in  the  growth,  and  a 
delicate  reticulum  can  be  distinguished  in  the  immediate 
neighbourhood  of  some  of  these. 

The  retina  overlying'  the  diseased  area  became  detached 
during  manipulation  of  the  specimens,  and  it  is  difficult  to 
say  whether  there  was  any  noticeable  change  in  its 
structure  at  that  part,  other  than  some  swelling  of  the 
nerve-fibre  layer,  which  was  continuous  with  that  at  the 
papilla. 

There  is  very  marked  inflammation  of  the  optic  nerves, 
with  a  large  amount  of  inflammatory  material  in  the  sheath 
space,  but  no  tubercular  deposits  were  found  in  the  nerve 
or  its  sheaths. 

Case  2  is  that  of  a  female  child  set.  2^  years.  This 
patient  was  admitted  into  St.  Thomases  Hospital  on  July 
2nd,  under  the  care  of  Dr.  Bristowe,  and  died  on  July  9th, 
1885.  Ophthalmoscopic  examination  during  the  week 
the  child  was  under  observation  revealed  the  presence,  in 
the  choroid  of  each  eye,  of  several  yellowish-white,  small 
circular  spots,  isolated  and  slightly  raised,  over  the 
surface  of  some  of  which  a  retinal  vessel  could  be  seen  to 
pass. 

At  the  autopsy  there  was  well-marked  tubercular 
meningitis,  and  general  tuberculosis  of  organs. 


TUBERCLES    OP    CHOROID.  351 

Case  3. — This  was  a  male  child  set.  fourteen  months, 
admitted  to  University  College  Hospital  on  August  3rd, 
1885,  under  the  care  of  Dr.  Barlow,  with  symptoms  of 
meningitis.  Ophthalmoscopic  examination  showed  several 
nodules,  having  the  appearance  of  tubercular  deposits,  in 
the  choroid  of  each  eye. 

Death  occurred  six  days  after  admission.  At  the  post- 
mortem examination  there  were  found  to  be  extensive 
tubercular  meningitis  and  general  tuberculosis.  In  each 
eye  after  removal  a  group  of  tubercles  was  apparent  ;  the 
deposits  were  more  numerous  in  the  left  eye. 

Case  4. — A  female  patient,  set.  17,  who  died  of  acute 
tuberculosis  in  the  London  Fever  Hospital,  under  the  care 
of  Dr.  Barlow. 

At  the  autopsy  miliai'y  tubercle  was  found  in  the 
lungs,  spleen,  and  kidneys.  There  were  no  tubercles  nor 
any  inflammatory  signs  in  the  meninges.  In  the  choroid 
of  eacb  eye  there  were  found  post-mortem  several  minute 
discrete  tubercular  deposits.  There  was  no  inflammation 
of  optic  nerves. 

As  I  said  at  the  outset,  my  primary  object  in  bringing 
these  cases  forward  was  in  reference  to  the  detection  of 
tlie  Bacillus  tuberculosis  in  the  choroidal  deposits.  In 
Case  1,  that  of  the  child  at  the  N.  E.  Hospital,  I  stained 
and  examined  sections  and  teased  portions  of  the  nodule 
repeatedly  and  carefully,  and  Dr.  Theodore  Acland  kindly 
did  likewise  for  me  with  sections  of  the  growth.  On  no 
occasion  could  bacilli  be  discovered,  yet  they  were  plenti- 
fully and  easily  found  in  preparations  of  the  meninges 
about  the  chiasma  and  optic  tracts  (preparation  exhibited 
at  the  meeting). 

As  will  be  seen  in  the  sections  shown,  and  in  the 
drawings  of  them,  the  nodule  exhibits  every  other  charac- 
teristic of  a  typical  tubercular  growth,  but  no  bacilli  have 
been  discovered,  and  therefore,  according  to  some 
observers,  it  has  no  right  to  the  title. 
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When  Case  2  came  under  observation,  remembering 
my  failure  to  find  the  bacilli  in  Case  1,  and  acting  on  a 
suggestion  made  to  me  by  Dr.  Hebb,  I  stained  and 
examined  one  of  the  nodules  in  the  choroid  immediately 
after  removing  it  from  the  dead  body,  and  then  for  the 
first  time  succeeded  in  detecting  the  Bacillus  tuberculosis. 
However,  the  hardened  specimen  showed  the  rods,  when 
stained,  equally  well,  and  a  preparation  is  now  shown,  in 
which  the  bacilli  can  be  seen  in  large  numbers.  In  this, 
as  in  Case  1,  preparations  of  the  meninges  from  the  base 
of  the  brain  revealed  the  presence  of  bacilli  in  abun- 
dance. 

In  Cases  3  and  4  microscopic  examination  of  the  deposits 
in  the  choroids  disclosed  all  the  histological  characters  of 
tubercle  ;  the  giant-cells  were  numerous  and  typical,  and 
there  were  several  small  patches  of  degeneration.  Re- 
peated and  very  careful  examination  failed  entirely  to 
discover  the  much  sought-for  bacillus.  No  other  tissues 
Avere  obtained  at  the  autopsy,  so  that  unfortunately  the 
presence  or  absence  of  bacilli  in  other  organs  could  not  be 
proved. 

In  these  examinations  for  the  micro-organism  I  have 
employed  three  methods  of  staining,  viz.  those  of  Weigert- 
Ehrlich,  of  Gram,  and  of  Ziehl.  All  the  specimens  have 
been  examined  by  each  of  the  three  methods,  and  in  Case  2 
the  bacilli  have  been  easily  demonstrable  on  each  occa- 
sion ;  in  the  other  three  cases  failure  to  detect  them  has 
been  as  constant. 

The  recorded  cases  in  which  Koch's  bacillus  has  been 
found  in  the  deposits  in  the  choroids  of  patients  with  other 
evidences  of  tubercle  are  not  very  numerous.  A  number 
of  cases  have  been  reported  in  which,  as  in  my  Case  1, 
though  there  was  every  other  reason  for  considering  the 
growths  tubercular,  the  bacilli  could  not  be  detected. 

In  the  '  Klinische  Monatsblatter  fiir  Augenheilkunde  ' 
for  November,  1884,  Haab  reports  that  he  has  detected 
the  bacillus  in  a  number  of  the  specimens,  though  they 
were  seven  years  old,  which  formed  the  basis  of  his  paper 
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on  "  Tuberculosis  of  the  Eyeball  "  in  Graefe's  '  Archives  ' 
for  1879  * 

Reissmanf  reports  a  case  of  tubercular  disease  of  cho- 
roid, which  perforated  the  sclerotic  coat ;  in  the  growth 
he  found  the  bacilli,  and  with  portions  of  it  he  inoculated 
several  animals,  producing  in  them  general  tuberculosis. 

WadsworthJ  reports  a  case  of  a  growth  starting  from 
the  ciliary  region.  The  eyeball  was  removed,  and  bacilli 
were  detected  in  the  growth.  Death  occurred  six  months 
later  from  tubercular  meningitis.  The  tubercular  nature 
of  the  new  growth  in  this  case  was  not  suspected  till  a 
microscopic  examination  had  been  made. 

Alexander§  records  a  case  of  tubercular  disease  of  iris 
and  ciliary  body.  He  was  unable  to  detect  bacilli  in  the 
diseased  tissues,  but  successfully  inoculated  animals  with 
some  of  the  tubercular  material,  producing"  general  tuber- 
culosis in  them.  Hosch||  has  reported  a  case  in  which  he 
had  a  precisely  similar  experience. 

Such  cases  afford  the  strongest  evidence  we  can  have 
that  the  non-detection  of  bacilli  does  not  necessarily  dis- 
prove the  tubercular  nature  of  the  growth  or  diseased 
tissue  in  question. 

Stephen  Mackenzie^  and  Mules**  in  this  country,  and 
Barraquerft  and  HoschJJ  abroad,  have  recorded  their 
failure  to  detect  bacilli  in  tubercular  deposits  in  the 
choroid,  even  after  careful  and  oft-repeated  examination. 

So  far  as  I  know,  the  above  is  the  first  recorded  case 
in  this  country  in  which  the  bacilli  have  been  detected  in 
choroidal  tubercle. 

From  the  clinical  side  several  points  about  these  four 
cases  may  be  quoted.  In  three  of  them  there  was  menin- 
gitis, as  part  of  a  general  tuberculosis ;  in  Case  4  no 
meningitis  was  present. 

*  Haab  was,  I  believe,  tbe  first  observer  who  detected  the  bacillus  tuber- 
culosis in  the  eyeball. 

t  '  A.  f.  0.,'  Baud  XXX,  Abth.  iii,  251.       J  '  Trans.  Amer.  Oph.  Soc.,'  1883. 
§   '  Centralbl.  f.  prakt.  Augenheilk.,'  1884,  viii,  161. 

II  '  Arch.  d'Ophtalmologie,'  vol.  ii,  No.  6.         1[  'Trans.  Oph.  Soc.,'  iii,  124. 
**  '  Oph.  Review,'  Jan.,  1885.  ft '  Recueil  d'Ophtal.,'  Aiig.,1882.  Xt  ^^oc.  'it. 

VOL.  VI.  23 
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It  is  of  some  interest  to  note  that  in  Case  1  only  one 
deposit  occurred  in  the  choroid,  although  the  patient  lived 
for  a  week  after  the  existence  of  this  nodule  had  been 
ascertained,  a  length  of  time  quite  sufficient  for  the 
development  of  fresh  nodules.  During  that  week,  as  will 
be  seen  by  the  notes  of  the  ophthalmoscopic  examinations, 
there  were  evidences  of  change,  and  probably  growth, 
occurring  in  the  nodule.  Its  size  exceeds  considerably 
the  average  measurement  given  by  Gowers  in  his  '  Medical 
Ophthalmoscopy  •/  its  situation  is  that  given  as  the  most 
usual  one  by  the  same  writer. 

In  Case  2,  during  the  week  the  child  was  under  obser- 
vation two  or  three  fresh  nodules  appeared  in  the  choroids. 

I  wish  to  express  my  thanks  to  Drs.  Barlow  and  Bris- 
towe  and  to  Mr.  Tay,  through  whose  kindness  I  have 
obtained  these  specimens. 

{January  2Uh,  1886.) 

P.S.  (June,  1886). — I  have  recently  examined  the 
choroids  of  two  patients  who  died  of  tubercular  disease,  in 
each  of  whom  the  nodules  in  the  choroids  were  discovered 
during  life  by  ophthalmoscopic  examination. 

The  first  specimen  was  obtained  from  a  male  child,  set. 
6  years,  dead  of  tubercular  meningitis.  One  rather  large 
tubercular  nodule  in  the  choroid  of  the  right  eye.  Exami- 
nation of  sections  of  this  revealed  the  Bacillus  tubercu- 
losis. The  nodule  exhibited  all  the  other  microscopical 
characters  of  tubercle. 

The  second  specimen  was  obtained  from  a  female  child, 
aet.  5  years,  who  died  of  tubercular  meningitis.  Several 
discrete  small  tubercles  in  each  choroid.  No  bacilli  were 
detected,  though  in  every  other  respect  the  nodules  were 
typical. 

It  will  thus  be  seen  that  in  only  two  of  my  six  cases 
have  the  bacilli  been  discovered  in  the  choroid.  I  have 
taken  a  great  deal  of  trouble  to  examine  many  sections 
from  each  specimen,  and  have  stained  sections  from  each 
of  the  six  eyes  by  all  three  methods  previously  mentioned. 
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2.   Vitreous  infiltration  of  the  retina  and  "  central  guttate 

choroiditis." 

By  L.  Werner,  M.B.,  B.Ch. 

A  SHORT  time  ago,  having  read  a  pamphlet  by  Dr. 
Masselon,  entitled  '  Infiltration  Vitreuse  de  la  Eetine  et 
de  la  Papille/  (Paris,  1884),  I  showed  the  di'awings  accom- 
panying it  to  Dr.  C.  E.  Fitzgerald,  who  was  immediately 
struck  by  their  resemblance  to  a  plate  of  Mr.  Nettleship's, 
published  in  the  Society's  '  Transactions,'  and  on  referring 
to  them  I  found  in  vol.  iv,  pp.  163  and  164,  two  cases 
described  by  him,  under  the  name  of  "  Central  guttate 
choroiditis,"  one  of  which  is  accompanied  by  a  plate 
(Plate  II,  fig.  2),  presenting  an  appearance  exactly  similar 
to  Masselon' s  drawings,  especially  if  compared  with  plate 
ix,  where  the  changes  occupy  the  same  locality  as  in 
Nettleship's  case. 

While  the  similarity  of  the  lesions  is  evident  from  mere 
inspection  of  the  plates,  a  comparison  of  the  descriptions 
given  by  the  two  authors  furnishes  a  convincing  proof  of 
their  identity.  Before  making  this  comparison  I  will  first 
give  a  brief  account  of  the  principal  characteristics  of 
"  vitreous  infiltration  of  the  retina,"  as  described  by 
Masselon. 

The  disease  occurs,  he  says,  either  as  a  primary  or 
secondary  affection.  The  latter,  however,  does  not  con- 
cern us  at  present.  It  its  primary  form  it  is  usually  found 
in  persons  over  fifty,  but  may  occasionally  appear  in 
younger  subjects.  The  acuteness  of  vision  is  perfect.  It 
attacks  both  eyes  symmetrically,  the  seat  of  election  being 
the  neighbourhood  of  the  optic  papilla,  but  it  is  also  seen 
on  the  papilla  itself  and  in  the  region  of  the  macula  lutea. 
The  ophthalmoscopic  appeai'auces  differ  somewhat  accord- 
ing as  the  optic  papilla  or  retina  is  affected,   and  since  in 
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Mr.  Nettleship's  cases  the  papilla  is  not  involved,  I  will 
confine  myself  to  the  description  of  the  retinal  form, 
These  consist  in  the  presence  of  a  number  of  small,  round 
spots  of  a  pinkish  or  yellowish  colour,  almost  uniform  in 
size,  the  largest  scarcely  exceeding  in  diameter  the  breadth 
of  the  vessels  on  the  papilla  ;  if  they  appear  larger,  an 
examination  by  the  erect  image  resolves  them  into  a  collec- 
tion of  smaller  ones.  Their  boundaries  are  somewhat 
indistinct  and  darker,  which  Masselon  believes  is  caused  by 
the  vitreous  projections  pushing  aside  the  pigment  epithe- 
lium as  they  make  their  way  into  the  retina. 

I  will  now  compare  this  with  the  description  of  '^  central 
guttate  choroiditis,^^  and  in  order  to  do  this  more  effectively 
I  have  placed  the  two  side  by  side.  I  have  used  Mr. 
Nettleship's  own  words  and  have  also  given  a  literal  trans- 
lation from  the  French. 


Central  guttate  choroiditis 
(Nettleship) . 

1.  Age.  One  case  eet. 
61,  the  other  41. 

2.  Vision.  ''Without  de- 
fect of  sight." 

3.  Symmetry.  "Exactly 
similar  changes  in  both 
eyes." 

4.  Oplithalm.  (a)  "At 
the  region  of  the  yellow  spot 
in  each  eye  are  numerous 
dots  of  choroidal  disease. 
They  are  very  small,  uni- 
formly scattered,  yellowish- 
white,  and  free  from  pig- 
ment."     (Vol.  iv,  p.  163.) 

[h)  "  The  smallest  of  all 
are  round,  but  the  larger 
ones  are    often  rather    irre- 


Yitreous    infiltration    of 
retina  (Masselon). 

1.  Age.  Usually  in  per- 
sons over  50,  but  may  occur 
in  younger  subjects. 

2.  Vision.  "  Acuteness 
of  vision  not  altered." 

3.  Symmetry.  "  Both 
eyes  affected  to  same  de- 
gree. 

4.  O-phtlialm.  [a)  "Small 
round  spots  of  a  pinkish  or 
yellowish  colour,  mostly  uni- 
form in  size,  the  diameter 
of  the  largest  not  exceeding 
the  breadth  of  the  vessels 
on  the  optic  papilla."  (Pp. 
5  and  6,  Masselon.) 

(5)  "  If  at  first  sight  the 
vitreous  spots  appear  of 
larger  size,  a  careful  exami- 
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gular,  as  if  formed  by  the 
confluence  of  two  minute 
(Id.) 


nation  by  the  erect  image 
enables  one  to  see  that  they 
are  formed  by  a  collection 
of  small  rounded  and  almost 
similar  bodies/'      (P.  5.) 

(c)  "  When  they  are  situ- 
ated in  the  retina  they  do 
not  usually  exhibit  the  same 
definition,  and  their  borders 
are  somewhat  indistinct." 
(P.  6.) 

"  For   in  order  to  pene- 
trate   into    the    retina    the 
thickened  parts   of   the  vit- 
reous   layer  of  the   choroid 
must  make  their  way  through 
the  epithelial  layer,  the  ele- 
ments of  which   are  carried 
along  or  displaced  laterally, 
in     such    a    way    that    the 
boundaries  of  the  small  vit- 
reous nodules  become  more 
or  less  lost  in  a  faintly  pig- 
mented zone,  which  covers 
them     and     renders     them 
somewhat  indistinct."      (P. 
7.) 
I  think  there  can  be    no   reasonable  doubt   that   these 
descriptions  apply  to  the  same  disease,  and  having  satisfied 
ourselves  of  this,  there  still  remains  another  question  for 
consideration,  namely,  what  is  the  nature  of   the  lesion  ? 
Are  we  to  regard  it,  with  Nettleship,  as  an  inflammatory 
disease  of  the  choroid,  or,  on  the  other  hand,  as  a  degene- 
ration of  the  vitreous  layer  of  this  membrane,  as  maintained 
by  Masselon.      I    will   not    attempt    the   solution    of  this 
question,  but  simply  state  the  view  of   the  latter  author. 
"  It  does  not  seem  possible  for  us,"  he  says,  "  to  confound 
it   with   disseminated   choroiditis  ;  the    scantiness    of    the 


ones. 


(c)  "  The  dots  look  as  if 
caused  by  deposit  rather 
than  atrophy,  the  boundary 
of  each  dot  being  rather 
softened,  not  sharply  de- 
fined."     (Id.) 

"  Some  of  the  spots  are 
more  defined  than  the  others, 
but  none  are  sharply  cut ; 
the  most  defined  ones  are 
sui'rounded  by  a  shaded 
grey  ring,  such  as  might  be 
produced  if  the  pigment 
epithelium  were  pushed  aside 
by  a  slightly  prominent 
nodule  ;  there  is  nothing 
suggesting  proliferation  of 
the  pigment-epithelium." 
(P.  164.) 


358  DISEASES    OP    THE    CHOROID. 

spots^  their  resemblance  to  one  another,  their  relative  regu- 
larity, and  the  absence  of  marked  pigmentation  of  their 
boundaries,  do  not,  in  the  least,  suggest  choroiditis." 

In  conclusion,  I  will  mention  the  case  illustrated  by  fig. 
99  in  Jaeger^s  '  Hand  Atlas,'  which,  for  various  reasons, 
I  am  inclined  to  include  in  the  same  category,  although 
differing  from  the  above  in  many  important  details  as 
regards  the  history,  &c.* 

[Afril  8th,  1886.) 

Mr.  Nettleship. — If  I  say  a  few  words  on  this  subject, 
it  is  chiefly  to  disclaim  any  originality  such  as  the  author  of 
the  last  paper  might  be  thought  to  have  attributed  to  me. 
The  disease  was  first  described  by  Mr.  Tay  and  Mr. 
Hutchinson  in  a  joint  paper  published  in  1875  in  the  eighth 
vol.  of  the  '  Ophthalmic  Hospital  Reports,'  and  I  have  taken 
an  interest  in  the  subject  very  much  because,  as  being  then 
one  of  Mr.  Hutchinson's  assistants,  I  had  the  opportunity 
of  seeing  the  cases  that  formed  the  basis  of  that  paper. 

*  Since  this  paper  was  written  I  have  been  able  to  refer  to  the  account 
given  by  Waren  Tay  and  Hutchinson  in  the  '  Ophthal.  Hosp.  Reports  ' 
(vol.  viiij  p.  231)  of  a  form  of  "  central  choroido-retinal  disease  occurring  in 
senile  persons."  Although  most  of  the  cases  are  complicated,  and  all  are 
attended  with  serious  defect  of  sight,  the  descriptions  lead  me  to  believe  that 
they  are  closely  allied  to  the  disease  described  by  Masselon,  and  it  is  interest- 
ing to  note  in  counectioa  with  this  a  statement  of  Mr.  Hutchinson's,  in  which 
he  says  that  "  it  may  be  suggested  as  not  improbable  that  the  small,  round 
white  spots  are  allied  in  seat  and  structure  to  the  so-called  '  colloid ' 
excrescences  from  the  lamina  elastica.  These  little  bodies  are  said  to  be 
common  in  old  age  in  eyes  otherwise  healthy,  but  are  then  found  near  the 
ora  serrata." 

The  whole  question  requires  further  investigation,  both  clinically  and 
pathologically,  before  a  definite  conclusion  can  be  arrived  at  as  to  the  nature 
of  the  lesion,  and  therefore  I  think  it  would  be  premature  to  hazard  any 
positive  opinions  on  the  subject. 

As  the  cases  described  by  Nettleship  and  Masselon  do  not  seem  to  have 
been  under  observation  for  any  considerable  length  of  time,  it  is,  of  course, 
impossible  to  deny  that  the  vision  might  become  impaired  later  on  in  the 
course  of  the  disease,  as  in  the  cases  of  Hutchinson  and  Waren  Tay,  although 
Masselon  considers  the  preservation  of  perfect  vision  to  be  one  of  the  points 
in  the  diagnosis  of  "  vitreous  infiltrations." 
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The  two  cases  of  this  disease,  published  by  myself  in 
the  fourth  volume  of  our  '  Society^s  Transactions/  were 
recorded  chiefly  because  the  acuteness  of  vision  was 
perfect,  although  the  spots  of  disease  were  abundant  and 
central.  Although  such  an  association  is  not  the  rule  in 
this  disease,  I  dare  say  that  it  may  be  less  rare  than  has 
been  thought ;  at  any  rate  the  fact  is  very  peculiar,  and  has 
not,  I  think,  been  explained.  If  we  had  more  knowledge 
as  to  the  anatomical  seat  and  nature  of  the  disease  in  the 
choroid  (or  retina  ?)  no  doubt  some  of  the  apparent  dis- 
crepancies between  acuteness  of  vision  and  ophthalmo- 
scopical  change  would  disappear ;  and  I  confess  to  having 
hoped  that  Dr.  Werner  was  about  to  give  us  some  post- 
mortem facts.  Whilst  awaiting  such  evidence,  the  sugges- 
tion may  be  made  that  the  failure  of  sight  in  central  guttate 
choroiditis  is  dependent  less  upon  the  changes  we  see  at 
the  yellow-spot  region  than  upon  similar  "  colloid  "  forma- 
tions present,  but  out  of  sight,  in  the  optic  nerve.  Hard 
bodies,  precisely  like  the  well-known  "  colloid  '^  excres- 
cences of  the  choroidal  elastic  lamina,  are  encountered  now 
and  then  in  microscopical  examinations  of  the  optic  nerve, 
and  nodules  apparently  similar  have  been  seen  on,  or  at 
the  border  of,  the  disc  during  life  in  a  few  cases  by  ISTieden 
and  others.  It  may  be  that  the  pallor  of  disc  noticed  in 
some  cases  of  central  choroiditis  is  due  to  atrophic  changes 
set  up  by  these  nodules  in  the  nerve. 

Mr.  Adams  Frost  stated  that  he  had  had  under  obser- 
vation at  St.  George^s  Hospital  for  two  or  three  years  a 
case  similar  to  that  described,  in  a  woman  about  thirty 
years  of  age,  in  whom  the  vision  was  unaffected. 

Mr.  JuLER  said  he  had  seen  the  case  mentioned  by  Mr. 
Frost,  and  had  no  doubt  it  belonged  to  this  class  of  cases. 
He  also  had  a  case  now  under  observation,  which  was 
described  and  illustrated  in  vol.  iv  of  the  Society^s  '  Tran- 
sactions '  as  one  of  disseminated  choroiditis,  in  which  very 
many  more  white  spots  appear  than  in  that  described  by 
Dr.  Werner.  The  spots  were  most  numerous  at  the 
yellow-spot  region,  and  slight  pigmentation  could  be  seen 
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between  the  spots ;  uevertlieless,  the  vision  was  quite 
normal.  The  disturbance  of  the  pigment  led  him  to  con- 
sider the  lesions  to  be  choroidal  rather  than  retinal. 


3.   New  tissue  formation  in  choroid  {and  retina  ?)  following 
injury  ;    ?  rwptnre. 

By  J.  B.  Lawford. 

Thomas  M — ,  jet.  18 ;  patient  received  a  blow  on  left 
side  of  face  in  the  latter  part  of  February,  1886.  A  wound 
was  inflicted  over  left  eyebrow,  where  there  is  now  a  scar. 
The  whole  of  left  side  of  face  became  discoloured  and 
swollen.  The  defect  of  left  eye  was  discovered  as  soon  as 
swelling  of  lids  subsided,  and  no  appreciable  change  has 
occurred  since. 

^-   1  J. 


rH.f;   1 


not  20  J. ;   P.  active  ;   T.  n. 

Oph. — Right :   normal. 

Left :  in  y.s.  region  is  a  large  patch  of  irregular  shape 
and  of  a  dirty-grey  colour.  Its  margins  are  fairly  sharply 
defined,  and  several  narrow  arms  project  from  the  main 
body.  It  extends  close  up  to  the  outer  margin  of  the 
O.  D.,  and  to  about  an  equal  distance  on  the  temporal  side 
of  the  macula.  Its  surface  is  evidently  uneven,  and  on 
the  grey  ground  are  several  trabeculae  of  white  fibrous- 
looking  tissue.  The  retinal  vessels  are  anterior  to  it,  but 
it  has  the  appearance  of  being  in  close  relation  to  them. 

There  is  considerable  haze  of  retina  at  the  temporal 
edge  of  the  disc.  Traces  of  small  hasmorrhages  are  to  be 
seen  in  the  retina  downwards  and  outwards  from  optic  disc. 

The  choroid  and  retina  elsewhere  appear  perfectly 
healthy. 

{Living  specimen.      June  lOtJt,,  1886.) 
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1.   Optic  neuritis  without  evident  cause. 
By  Henry  Power. 

Francis  N — ,  set.  17,  painter,  was  admitted  into  St. 
Bartholomew's  Hospital,  October  23rd,  1885,  suffering  from 
neuro-retinitis.  He  states  that  his  sight  began  to  fail 
four  weeks  ago,  and  during  the  last  week  he  has  complained 
of  diplopia.  He  has  had  two  attacks  of  rheumatic  fever. 
Has  never  had  syphilis.  The  failure  of  vision  came  on 
quite  gradually.  His  father  suffers  from  gout,  but  has 
never  had  syphilis.      Teeth  sound. 

The  patient  is  a  pale,  thin  lad,  very,  anaemic  looking, 
and  has  a  marked  systolic  mitral  murmur.  There  is 
internal  strabismus  due  to  paresis  of  left  external  rectus. 

Urine  1026,  acid,  no  albumen,  no  sugar. 

-y.    r  E..  =  p.  1.,  cannot  count  fingers  at  3  ft. 
'   (_  L.  can  count  fingers  at  3  ft. 

Ophth. — R.  eye  :  Veins  considerably  tortuous,  and  lost  at 
short  intervals  near  the  disc.  The  disc  itself  only  presents 
three  tortuous  veins,  two  running  up  and  one  running 
down,  and  one  artery.  Margins  of  disc  quite  indistinct, 
the  effusion  round  disc  extending  to  about  three  times  the 
normal  disc-diameter.  Numerous  hgemorrhages.  The 
peripheral  parts  of  choroid  and  retina  appear  healthy. 

L.  eye :  The  hasmorrhages  in  this  eye  are  larger,  especially 
on  the  inner  side ;  veins  same  as  in  other  eye.  Border  of 
effusion  well  defined.  Below  there  are  some  darkish  red 
spots,  hardly  haemorrhages,  surrounded  by  retinal  oedema  ; 
on  the  outer  side  there  is  some  oedema. 


362  DSSEASES    OF    THE    OPTID    NERVE. 

Treated  with  Haust.  Ferri  et  Strychnise,  5j  ^-  ^-  s. 

October  28tli. — Patient  can  count  fingers  at  3  ft.  with 
both  eyes. 

November  5th. — Had  some  headache  and  giddiness 
yesterday. 

/•  -D     __      2._  -\ 

V.  ■<  -J-  '  _  ^5^  >•  not  improved  by  glasses. 

Was  put  under  atropine^  and  found  to  have  4  D.  of 
hypermetropia  by  retinoscopy. 

28th. — V.  •<  ^  '        ^5^  c  ^^^  improved  by  glasses. 

i  ^'  =  -20  J 
There  are  more  vessels  visible  than  when  he  came  in. 

-  -^-   with  +2  D.  =  --^ 


February  28.— V.  I  f'  _  Y' 


1  5- 

with  +2  D.  =  3%. 


April  10th. — Optic  neuritis  still  very  well  marked  in 
both  eyes,  but  the  effusion  round  disc  has  cleared  up  a 
good  deal ;   white  patches  very  sharply  defined. 

{November  12th,  1885.) 

October  hth,  1886. — Optic  neuritis  still  present.  No 
improvement  in  vision. 

Dr.  Angel  Money  said  that  the  case  had  suggested  the 
agency  of  Bright' s  disease  and  diphtheria.  So  far  as  he 
knew,  severe  neuro-retinitis  had  not  been  described  as  a 
post- diphtherial  condition,  though  Bright's  disease  was  a 
sequela  of  diphtheria,  and  so  might  lead  to  neuro-retinitis 
even  of  hsemorrhagic  kind.  The  boy  had  admitted  that 
his  throat  was  sore  about  two  months  ago.  The  paralysis 
of  the  left  external  rectus  and  dimness  of  vision  were  about 
a  month  old ;  the  voice  seemed  to  be  nasal  in  tone ;  the 
action  of  the  soft  palate  was  not  clear  from  objective 
examination  ;  the  knee-jerks  could  not  be  obtained,  and 
there  was  general  debility.  He  merely  suggested  diph- 
theria and  Bright's  disease,  but  well  knew  that  coarse 
intra-crauial  disease  would  account   for  all  the  symptoms, 
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inckiding  loss  of  knee-jerks.  The  case  required  a  very 
carefully  taken  present  state  of  the  nervous  system  before 
anything  definite  could  be  affirmed. 


2.  Haemorrhage  into  the  hrain  attended  with  optic  neuritis. 
By  John  Syee  Bristowe. 

W.  F.  T — ,  a  musician,  aet.  55,  came  under  my  care  on 
January  19th,  1886. 

Had  generally  enjoyed  good  health,  but  twenty-five 
years  previously  had  had  sore-throat,  and  again  seven 
years  ago  had  had  sore-throat  and  a  rash,  for  which  he 
was  under  treatment  for  some  months.  For  a  year  he 
had  suffered  from  headache,  which  had  been  worse  during 
the  last  three  months.  For  six  months  he  had  complained 
of  dimness  of  sight,  and  latterly  his  appetite  had  failed, 
and  he  had  occasionally  been  giddy.  He  had  never  had 
paralysis,  double  vision,  or  fits,  and  there  was  no  definite 
history  of  syphilis. 

His  present  illness  dates  from  Boxing-day.  At  10.30 
p.m.,  after  he  had  had  his  supper,  he  was  taken  suddenly 
ill,  lost  consciousness,  and  became  paralysed  on  the  right 
side.  He  had  remained  paralysed,  stupid,  and,  with  the 
exception  of  saying  ''  Yes "  and  "  No,"  speechless  ever 
since. 

State  on  admission. — He  is  a  well-made,  well-nourished 
man.  He  lies  on  his  back,  seems  stupid  and  drowsy, 
takes  little  or  no  notice  of  his  surroundings,  and  does  not 
appear  to  recognise  his  wife.  He  refuses  food,  and  passes 
his  evacuations  into  the  bed ;  occasionally  says  "  Yes " 
or  "  No,^'  but  for  the  most  part  makes  no  attempt  to 
speak.  He  suffers  from  right-sided  hemiplegia.  This  is 
scarcely  perceptible  in  the  face,  but  the  tongue  seems  to 
be  protruded  slightly  to  the  right.      The  arm  and  leg  are 
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absolutely  powerless,  and  fall  helplessl}-  after  being  lifted 
up.  Plantar  retiex  diminished  on  right  side.  The  knee- 
jerks  are  feeble  but  equal.  No  cloni.  No  oculo-motor 
paralysis.  Pupils  act  readily  to  light,  but  the  right  is 
larger  than  the  left.  There  seems  to  be  perfect  analgesia, 
if  not  anaesthesia,  over  the  right  half  of  the  body.  When 
pricked  with  a  pin  on  any  part  of  right  side  of  forehead 
or  face,  neck,  trunk,  or  abdomen,  or  on  the  arm  or  leg, 
he  gives  no  sign  of  feeling,  but  as  soon  as  the  middle  line 
is  crossed  he  makes  a  grimace,  utters  a  grunt  of  dissatis- 
faction, and  raises  his  left  hand  to  the  injured  spot.  It 
is  impossible  to  test  his  eyesight,  hearing,  taste,  or  smell. 

Skin  moist,  temperature  97*4°.  Tongue  coated.  Lungs 
and  heart  apparently  healthy.  Respirations  21,  regular  ; 
pulse  90,  full  and  strong.  No  evidence  of  abdominal  dis- 
ease.     Urine  free  from  albumen. 

During  the  following  ten  days  he  remained  in  much 
the  same  condition  as  he  was  when  admitted,  but  on  the 
whole  got  worse.  After  the  first  day  or  two  he  ceased 
even  to  utter  "Yes"  or  "No,"  and  became  absolutely 
speechless.  He  became  also  more  drowsy  and  difficult 
to  arouse,  took  less  notice  even  when  he  was  awake,  and 
became  more  difficult  to  feed,  sometimes  refusing  food, 
and  often  allowing  it  to  remain  indefinitely  in  his  mouth. 
The  aneesthesia  and  paralysis  remained  unchanged, 
excepting  that  slight  stiffness  of  the  arm  was  occasionally 
noticed,  and  his  evacuations  were  still  passed  involuntarily. 
For  the  most  part  the  head  was  turned  slightly  to  the 
left,  and  there  was  slight  conjugate  deviation  of  the  eyes 
in  the  same  direction ;  but  he  was  able  to  turn  both  head 
and  eyes  to  the  right.  His  temperature  was  usually  sub- 
normal. 

When  the  patient  was  first  admitted,  and  for  some 
days  afterwards,  I  had  assumed  that  the  case  was  one  of 
haemorrhage  into  the  left  hemisphere  of  the  cerebrum. 
But  the  persistent  drowsiness  and  the  slowly  progressive 
aggravation  of  his  symptoms  soon  niiulc  me  suspect  that 
he  was  suffering  from  a  tumour.      This  sus})icion  made  me 
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inquire  more  carefully  than  I  had  hei'etofore  done  into  his 
history,  and  then  I  elicited  a  few  statements  with  respect 
to  his  former  life  and  his  later  symptoms,  which  seemed  to 
favour  the  presence  of  a  tumour,  and  which  I  have  incor- 
porated in  the  historical  account  previously  given.  It 
made  me  also  direct  my  house  physician  to  examine  his 
eyes,  and  subsequently  request  Mr.  Nettleship  to  give 
me  his  opinion  about  them.  On  January  30th  Mr. 
Nettleship  reported  as  follows  : 

"  Both  optic  discs  swollen  and  obscured  by  reddish- 
grey  opacity,  which  extends  for  a  little  distance  beyond 
the  disc.  Papillo-retinitis ;  one  or  two  haemorrhages  in 
each  eye  ;  no  white  patches.  It  is  more  likely  to  indicate 
cerebral  disease  than  renal  disease.  There  is  now  devia- 
tion of  head  and  eyes  towards  the  left,  with  partial  closui-e 
of  the  left  lids,  and  more  spasm  of  the  left  than  of  the 
right  when  the  eyes  are  held  open.^'  I  need  scarcely  say 
that  this  report  confirmed  my  belief  that  the  patient  was 
suffering  from  a  cerebral  tumour. 

No  important  change  took  place  in  the  patient's  sym- 
ptoms from  this  time,  excepting  that  he  gradually  got 
worse.  He  remained  paralysed  and  almost  completely 
ansesthetic  on  the  right  side.  The  right  arm,  but  not  the 
leg,  became  rigid.  The  tendency  to  deviation  of  the  face 
and  eyes  continued.  He  grew  more  and  more  drowsy 
and  difficult  to  feed,  but  when  fully  roused  seemed  now 
and  then  to  follow  persons  with  his  eyes.  He  took  no 
notice  when  spoken  to,  but  resented  any  painful  impres- 
sion, and  if  the  bed-clothes  were  pulled  down  replaced 
them  with  his  left  hand.  His  respirations  were  generally 
quiet,  regular,  and  of  normal  rate,  but  latterly  they  became 
stertorous  at  times,  and  occasionally  they  presented  the 
Cheyne- Stokes  character.  His  urine  varied  in  specific 
gravity  from  about  1015  to  1020,  and  was  free  from 
albumen.  The  temperature  was  usually  subnormal.  He 
never  had  any  convulsions,  but  died  comatose  on  the  10th 
of  February,  on  which  day,  for  the  first  time,  his  tempera- 
ture reached  100°. 
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Autopsy. — The  only  parts  examined  were  the  brain  and 
cord,  heart  and  kidneys. 

Dura  mater  and  sinuses  healthy.  The  arachnoid  and  pia 
mater  were  perfectly  noi'mal,  and  without  obvious  trace  of 
meningitis.  The  surface  of  the  brain  was  neither  flattened 
nor  congested.  The  arteries  were  very  atheromatous  and 
much  thickened,  but  not  obstructed.  The  substance  of 
the  brain  generally  was  healthy,  and  the  ventricles  were 
undilated,  but  contained  a  small  quantity  of  blood-stained 
fluid.  On  removal  of  the  velum  interpositum  and  fornix 
the  surface  of  the  posterior  part  of  the  left  optic  thalamus, 
in  an  area  about  equal  to  that  of  a  threepenny  piece,  was 
found  to  be  reddish  brown  and  ragged.  This  proved  to 
be  the  superficial  evidence  of  a  cavity  about  as  large  as  a 
pigeon's  egg,  filled  with  partly  decolorised  blood.  The 
cavity  occupied  the  posterior  half  of  the  optic  thalamus, 
and  thence  extended  across  the  posterior  third  of  the 
hinder  segment  of  the  internal  capsule  into  the  white 
matter  of  the  temporo-sphenoidal  lobe,  involving  also  the 
extremity  of  the  external  division  of  the  lenticular  nucleus. 
The  crus  cerebri  was  not  implicated.  The  clot  was  friable, 
of  a  reddish -brown  colour,  and  filled  the  cavity  which 
contained  it.      There  were  no  signs  of  new  growth. 

The  spinal  cord  appeared  healthy. 

The  heart  was  large,  weighing  17^  oz.  The  chief 
hypertrophy  was  in  the  walls  of  the  left  ventricle.  The 
valves  were  opaque  and  thickened,  but  competent.  The 
kidneys  weighed  together  8  oz.  They  appeared  to  be 
quite  healthy.  The  capsules  came  off  readily,  the  sur- 
faces were  smooth,  and  the  cortex  was  not  atrophied. 
There  were  a  few  small  cysts. 

I  have  brought  this  case  before  the  Ophthalmological 
Society  at  the  request  of  my  friend  Mr.  Nettleship,  and 
because,  while  it  is  in  several  respects  extremely  interesting 
to  me,  it  seemed  likely  to  prove  at  least  as  interesting  to 
ophthalmic  surgeons.  It  is  obvious  that  I  was  mistaken 
in  my  corrected  diagnosis,  but  I  am  bound  to  say  that  if 
to-morrow  I  should  have  a  case  presenting  a  similar  com- 
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bination  of  symptoms,  I  should  again  venture  to  diagnose 
the  presence  of  a  tumour. 

Apart  from  the  condition  of  the  eyes,  the  points  which 
chiefly  interest  me  in  the  case  are,  first,  the  unusual 
position  of  the  haemorrhage  ;  and  second,  the  fact  that  a 
haemorrhage  apparently  involving  the  sensory  nucleus  and 
the  sensory  tract  almost  exclusively  caused  not  only 
hemianeesthesia,  as  would  naturally  have  been  expected  of 
it,  but  also  absolute  motor  paralysis  of  the  arm  and  leg, 
with  slight  involvement  of  the  face  and  tongue.  Optic 
neuritis  is,  I  believe,  exceedingly  rare  as  a  consequence  of 
intra-cerebral  hgemorrhage.  But  it  is  difficult  to  see 
what  other  explanation  of  its  presence  in  this  case  can  be 
suggested.  The  urine  was  of  normal  character  while  the 
patient  was  under  observation,  and  the  kidneys  after  death 
appeared  to  be  quite  healthy.  The  patient  was  not 
anaemic,  and  there  was  no  sign  or  history  of  any  blood 
disease,  such  as  is  apt  to  cause  retinal  or  choroidal  hemor- 
rhage ;  neither  was  there  any  discoverable  trace  of  menin- 
geal inflammation. 

{March  nth,  1886.) 

Dr.  HuGHLiNGS  Jackson  thought  the  case  to  be  one  of 
very  great  rarity.  He  was  not  sure  that  he  had  ever 
seen  optic  neuritis  as  a  consequence  of  uncomplicated 
cerebral  haemorrhage.  He  had  once  recorded  a  case  of 
optic  neuritis  from  cerebral  haemorrhage.  He  believed 
now  that  the  hgemorrhage  in  that  case  was  from  a  cerebral 
tumour.  Such  source  of  the  clot  in  Dr.  Bristowe's  patient's 
case  was  not  in  question.  As  Mr.  Brudenell  Carter  had 
suggested,  the  clot  was  in  effect  a  tumour ;  it,  like  a 
tumour,  was  a  ''  foreign  body,'^  The  long  duration  of 
the  lateral  deviation  of  the  eyes  was  very  noteworthy. 

Dr.  Sharkey  said  that  knowing  the  special  interest 
attaching  to  the  case  he  had  made  the  post-mortem  exami- 
nation as  carefully  as  he  could,  and  had  followed  it  up 
with  a  microscopic  examination  of  the  brain  tissue  forming 
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the  walls  of  the  haemorrhagic  cavity.  To  the  naked  eye 
the  case  appeared  to  be  one  of  hjemorrhage,  unusual  only 
in  the  position  which  it  occupied ;  and  the  microscope 
confirmed  this  view,  as  it  revealed  nothing  suggestive  of 
any  form  of  new  growth.  Dr.  Sharkey  stated  that  as  he 
had  never  met  with  optic  neuritis  in  association  with 
simple  cerebral  haemorrhage,  so  also  he  had  never  seen 
haemorrhage  occupying  the  position  which  it  did  in  this 
case.  Situated  very  far  back  it  had  completely  divided 
the  radiations  of  the  optic  nerve  at  the  posterior  part  of 
the  posterior  division  of  the  internal  capsule,  and  likewise 
extended  into  the  hemisphere  in  the  direction  taken  by 
these  fibres.  Dr.  Sharkey  therefore  suggested  that  the 
unusual  occurrence  of  optic  neuritis  in  this  case  of  ordinary 
haemorrhage  might  be  due  to  the  fact  that  the  course  of 
the  optic  nerve-fibres  are  directly  divided. 


3.  Case  of  double  optic  neuritis  after  a  fall,  with  perfect 
vision  throughout,  the  neuritis  for  a  long  time  being  the 
only  evidence  of  mischief ;  recovery  complete. 

By  Samuel  West,  M.D. 

Annie  E — ,  jet.  11,  a  strong  child,  in  good  health  until 
this  illness,  fell  downstairs  one  month  before  admission 
and  struck  the  back  of  her  head.  The  same  evening  she 
was  very  sick,  and  had  great  pain  in  the  head.  Two  days 
later  she  had  a  fit,  in  which  all  her  limbs  were  convulsed. 
This  commenced  at  5.30  and  lasted  till  9  o'clock,  and  she 
continued  in  a  half-unconscious  state  for  some  hours 
longer.  For  six  days  after  this  she  suffered  from  vomit- 
ing and  headache,  with  constipation  and  sleeplessness. 
From  this  time  till  her  admission  into  the  hospital  (three 
weeks)  the  patient  had  many  short  attacks  of  unconscious- 
ness.     She  could  tell  when  they  were  coming  on  and  felt 
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all  right  immediately  afterwards.  During  this  time  she 
seemed  gradually  to  become  weaker  and  was  hardly  able 
at  last  to  sit  up.  On  the  day  before  admission  the  sick- 
ness returned  and  persisted  until  she  came  to  the  hospital 
on  January  10th.  The  child  was  brought  to  the  hospital 
for  general  weakness,  the  attacks  referred  to  being 
regarded  by  the  parents  as  due  to  the  weakness. 

The  child  seemed  feeble  but  did  not  look  especially  ill. 
There  were  no  signs  of  paralysis  and  no  squint.  The 
pupils  were  slightly  dilated  but  equal,  and  reacted  to  light 
readily.  There  was  no  tenderness  over  the  head.  All 
the  external  organs  seemed  healthy,  but  there  was  slight 
angular  curvature. 

January  14th. — Patient  had  had  no  fit  since  admission. 
On  ophthalmoscopic  examination  the  discs  were  fluffy, 
veins  large,  and  arteries  small.  The  vessels,  especially  at 
the  margins,  were  obscured  by  effusion.  The  left  disc  was 
less  pink  than  the  right.  It  was  difficult  at  this  time  to 
say  whether  the  optic  neuritis  was  commencing  or  in  a 
stage  of  resolution.  Jaeger  1  was  read  with  facility  with 
either  eye.      There  was  no  evident  hypermetropia. 

17th. — Patient  complained  of  great  pain  in  the  frontal 
region,  and  was  so  giddy  that  she  was  unable  to  stand. 
At  midday  she  screamed  out.  The  legs  became  rigid  and 
the  arms  twitched,  but  she  was  not  unconscious ;  this 
passed  off  in  a  few  minutes.  On  trying  to  examine  her 
eyes  they  were  so  intolerant  to  light  that  it  was  impossible 
to  proceed.  This  was  the  last  time  that  anything  like  a  fit 
occurred. 

24th. — The  optic  neuritis  was  well  marked,  the  veins 
were  more  distended,  and  surrounded  by  more  effusion 
than  the  arteries.  Confluent  white  patches  almost  sur- 
rounded both  discs.  Two  small  blisters  were  applied 
behind  the  ears,  and  the  treatment  with  iodide  of  potassium 
and  a  little  mercury  was  continued. 

February  7th. — The  discs  were  still  in  the  same  state, 
but  Jaeger  1  could  still  be  easily  read,  though  patient 
held  the  types  nearer  to  the  eyes  than  wheu  first  tested. 
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28tli. — Jaeger  1  read  as  before.  The  optic  neuritis  was 
slowly  subsiding,  the  right  eye  being  better  than  the 
left. 

March  20th. — Jaeger  1  read  easily  at  twelve  inches' 
distance  ;  optic  neuritis  passing  off,  and  the  vessels 
returning  to  their  natural  size  and  relation.  A  solitary 
white  patch  still  remains  at  the  upper  and  outer  part  of 
the  left  disc,  and  another  at  the  yellow  spot  in  the  right 
eye.  Vision  perfect  in  right  eye,  but  left  not  quite  so 
good. 

April  6th. — Patient  was  discharged,  all  traces  of 
neuritis  having  disappeared,  and  vision  being  perfect  and 
equal  in  both  eyes. 

The  patient  had  been  in  the  hospital  nearly  three 
months^  and  recovery  was  complete  at  the  end  of  her  stay, 
about  three  and  a  half  months  after  the  accident.  There 
had  been  no  rise  of  temperature  during  the  time  she  was 
under  observation. 

The  child  has  not  been  heard  of  since,  but  I  think  that 
if  she  had  not  remained  in  good  health  she  would  cer- 
tainly have  been  brought  back  again  to  the  hospital. 

I  suppose,  since  the  pain  was  frontal,  that  the  fall  pro- 
duced lesion  by  contre-coup  in  the  anterior  portion  of  the 
brain,  and  that  this  was  followed  by  slight  meningitis,  to 
which  the  optic  neuritis  may  be  referred. 

The  clinical  interest  of  the  case  rests  in  the  fact  that 
serious  optic  neuritis  existed  without  any  symptom 
pointing  to  the  eye,  so  that  the  eye  lesion  might  easily 
have  been  missed  except  by  careful  ophthalmoscopic 
examination. 

For  more  than  a  month  the  child  seemed  in  perfect 
health,  and  had  it  not  been  for  our  knowledge  of  the 
existence  of  optic  neuritis,  would  probably  have  been  much 
sooner  discharged  from  the  hospital,  and  it  is,  I  believe, 
to  the  long  and  patient  treatment  of  the  case,  determined 
by  our  knowledge  of  the  optic  neuritis,  that  recovery 
became  complete. 

{December  10th,  1885.) 
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Dr.  Ansel  Money  said  that  Dr.  Gowers  had  pointed  out 
that  hypermetropic  eyes  were  more  prone  to  optic  neuritis 
than  emmetropic  ones.  This  generalisation  would  pro- 
bably hold  good,  whether  the  neuritis  were  due  to  such 
exciting  causes  as  coarse  brain  disease,  traumatic  agencies, 
or  such  a  general  condition  as  anaemia.  In  a  recent 
number  of  the  '  Birmingham  Medical  Review/  Dr.  Saundby 
had  drawn  attention  to  the  occurrence  of  optic  neuritis  in 
children  for  which  there  did  not  appear  to  exist  any 
adequate  recognisable  cause. 

Mr.  JuLER  asked  whether  the  patient  had  been  ametropic, 
as  he  was  strongly  of  opinion  that  hypermetropia,  and 
more  especially  hypermetropic  astigmatism,  was  a  predis- 
posing cause  of  optic  neuritis  in  injuries  of  the  head  and 
other  affections.  In  some  cases  of  slight  injury  to  the 
head,  followed  by  optic  neuritis,  and  recorded  by  Mr.  Tay 
in  the  Society's  '  Transactions  '  it  was  remarkable  that  each 
patient  had  a  considerable  degree  of  hypermetropia. 


4.   Permanent  injury  to  the  optic  nerves  from  the  effects  of 
a  railway  collision. 

By  Robert  Brudenell  Carter. 

The  accident  occurred  on  the  Metropolitan  Railway, 
in  January,  1876,  and  the  patient,  a  man  aet.  61, 
sustained  severe  injuries  of  various  kinds.  His  left 
knee  was  much  contused,  and  became  acutely  inflamed, 
some  of  his  ribs  were  fractured,  and  he  received  two 
severe  scalp  wounds,  one  between  the  right  parietal 
eminence  and  vertex,  the  other  over  the  left  external 
angular  process  of  the  frontal  bone.  In  consequence  of 
alleged  impairment  of  sight,  Mr.  Carter  was  asked  to  see 
him  about  five  weeks  after  the  injury.  At  that  time 
there  was  amblyopia  and  failure  of  accommodation,  as  well 
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as  impairment  of  colour  sense  ;  and  the  note  then  taken 
was  to  the  effect  that  the  optic  disc  showed  capillary 
anaemia  or  commencing  atrophy.  During  the  process  of 
general  recovery  from  the  injuries  the  sight  varied  from 
time  to  time,  but  was  never  restored  to  the  normal 
standard  ;  and  for  the  last  four  or  five  years  it  has  been 
stationary.  On  October  11th,  1885,  the  acuteness  of 
vision,  after  correcting  2  D.  of  hyper metropia,  was  about 
one  fifth;  while  the  right  eye,  with  +4*0  D.,  could  read 
1'5  of  Snellen,  and  the  left  could  read  0"8.  Colour 
vision  was  still  much  impaired,  and  the  patient,  who  is  a 
decorator,  is  unable  to  trust  himself  to  match  papers  or 
pigments.  He  describes  printed  characters  as  looking  as 
if  they  had  been  smeared  by  a  finger  when  wet.  The 
ophthalmoscopic  appearances  are  much  the  same  in.  both 
eyes.  The  optic  discs  are  antemic,  their  principal  vessels 
small,  the  general  surface  of  the  discs  pallid,  and  the 
texture  of  a  somewhat  bluey-white  and  "  woolly  "  aspect. 
The  patient  is  in  good  general  health,  and  has  no  other 
complaint  beyond  his  defective  vision,  and  a  liability  to 
neuralgic  pains  about  the  head. 

{Card  specimen.      October  \bth,  1885.) 


5.  Toxic  mnblyopia  from  bisulphide  of  carbon,  {?  tobacco) 
with  typjical  general  symptoms  of  chronic  poisoning  by 
this  agent. 

By  R.  Maecus  Gunn. 

Thomas  W — ,  set.  33,  attended  Moorfields  on  December 
5th,  1885,  complaining  of  recent  failure  of  vision. 

History, — He  mentioned  spontaneously  that  he  works 
with  bisulphide  of  carbon  as  stillman  in  oil  works,  the 
bisulphide  being  used  to  extract  the  oil  from  the  palm-nut 
fibre.  He  has  been  employed  at  the  same  works  for  the 
last  fourteen  years  and  exposed  to  the  bisulphide  of 
carbon  for  the  last  five  or  six  years,  but  has  only  felt  bad 
effects  since  changing  his  workshop  sixteen  months  ago  ; 
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he  believes  that  the  vapours  do  not  escape  so  well  m  the 
present  shop.      The  chloride  of  sulphur  is  also  employed 
m    the    works.      His   general    health    has    failed  for  the 
last   year;   has  suffered    from  aching  in  the  ankles   and 
arms  and  pain  in  the  muscles,  particularly  after  walking  ; 
loss   of   appetite;    pain    in   the  temples,  and       a  feeling 
of   having   had   a   blow   on  the  top    of    the    head.        Un 
two  or  three  occasions,  some  months  ago,  he   completely 
lost  power  over  his  lower  limbs,*  and  attended  a  general 
hospital    for   It,   only    resuming    work    four   months    ago, 
when    immediately    his    sight    began    to    fail.       He    has 
been   married   for    ten   years  ;    within    the    last    eight    or 
nine  months  has  noticed  a  failure  of  sexual  power.      He 
is  a  moderate  drinker,  his  average  being  not    more    than 
two  pints  of  beer   daily.      He  smokes  H  oz.  shag-  tobacco 
weekly  ;  his  first  morning  pipe  often  makes  him  feel  sick, 
but  otherwise  he  has  not  suffered  from  any  inconvenience 

due  to  tobacco.  .         ^ 

Present  condition.-ms  manner  is  highly  nervous,  indeed 
almost  hysterical.  His  gait  is  normal,  and  his  knee-]erks 
moderate.  Pupils  rather  wide,  act  fairly  to  light.  i.  n. 
He  can  just  decipher  J.  19  with  each  eye.  Red  and  green 
blindness  complete ;  detects  blue  and  yellow  moderately  well 
Fields  of  vision  for  white  good  ;   very  slight  peripheral 

contraction.  ^       c         j     ■ 

Ophth.-n.  O.  D.  very  pale ;  large  vessels  of  good  size. 
L.   0.  D.  opaque   looking    and    somewhat   pale  ;   large 

vessels  normal.  -  i  •   ^, 

Januarv  28th.— Left  off  work  at  once.  Has  been  taking 
Tinct  Niic.  Vom.  in  small  doses  thrice  daily,  and  compound 
phosphorus  pill  thrice  daily.  Has  been  smoking  rather 
more  than  formerly  (about  2^  oz.  weekly)  since  he  left  off 
work.  His  general  health  and  appearance  have  markedly 
improved,  but  his  vision  remains  the  same. 
Advised  to  give  up  tobacco  entirely. 

{Card  specimen.      January  28th,  1»»0.) 

*  Dr.  .Tohn  Smith,  of  Hackney,  informs  me  that  at  this  time  the  patient's 
knee-jerks  were  eumiiletely  absent. 
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6.   Optic  atrophy  from  penetrating  wound  of  orbit. 
By  R.  Marcus  GTunn. 

Lucy  M — ,  aet.  15^  attended  Moorfields  Eye  Hospital  on 
December  12th,  1885. 

History. — Seven  years  ago  she  fell  on  a  pair  of  scissors, 
one  blade  of  which  penetrated  deeply  through  the  right 
lower  lid.  Since  then  the  sight  of  the  right  eye  has  been 
very  defective. 

Present  condition. — There  is  a  small  scar  in  the  skin  just 
over  the  right  lower  infra-orbital  margin.  This  eye  looks 
normal  except  that  it  is  divergent.  Pupil  acts  feebly  to 
direct  light,  but  well  consentaneously.  T.  n.,  V  =  barest 
p.  1.      L.  eye  :  p.  a.,  T.  n.,  V.  =  f§. 

Pupils  both  act  on  accommodatiou,  although  there  is  no 
convergence,  the  right  eye  remaining  divergent. 

Ophth. — R.  0.  D.  very  white  and  deeply  excavated  ; 
lamina  cribrosa  well  seen  over  a  large  area  ;  edges  of  disc 
sharply  defined  with  marked  scleral  ring.  Large  vessels 
of  good  size. 

L.  fundus  normal. 

From  the  normal  size  of  the  vessels  on  the  atrophied 
disc  the  wound  of  the  nerve  must  have  occurred  behind 
their  entrance  into  the  nerve. 

{Card  specimen.      January  28th,  1886.) 


7.   Peculiar  deep  partial  excavation  of  the  optic  disc. 

By  R.   ]\tA.RCUS    GUNN. 

Marion  F — ,  ast.  53,  attended  the  National  Hospital  for 
Epilepsy  and  Paralysis  recently,  under  the  care  of  Dr. 
Gowcrs,  who  kindly  directed  my  attentiou  to  the  condition 
of  her  eye. 
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At  the  outer  part  of  the  left  optic  disc  there  is  a  funnel- 
like excavation,  sloping  gradually  at  first,  until  it  reaches 
the  lamina  cribrosa,  but  finally  passing  directly  backwards 
as  a  deep,  narrow,  round  pit  of  apparently  equal  calibre 
throughout  its  further  extent.  It  is  so  deep  that  its  floor 
cannot  be  brought  into  focus  by  the  direct  method  by  any 
concave  lens  ;  the  more  distant  part  of  it  can  only  be  feebly 
illuminated  and  is  of  a  dark  green  colour.  The  outer 
edge  of  the  excavation  is  pai'tly  overlapped  by  the  margin 
of  the  scleral  aperture.  In  other  respects  the  disc  is 
normal,  but  at  its  lower  inner  edge  there  is  a  small  patch 
of  choroidal  atrophy.      The  right  fundus  is  quite  normal. 

R.  eye.-V  =  -^ ;  c  +  2  D.  =  f . 

L.  eye.— V  =  3%  ;  c  +  2  D.  =  f ,  fairly. 

The  pupillary  reaction  is  good,  and  the  tension  is  normal 
in  both  eyes. 

The  excavation  is  doubtless  congenital,  due  to  arrested 
development,  and  is  probably  allied  to  coloboma  of  the 
optic  nerve-sheath. 

{Living  specimen.     July  2nd,  1886.) 
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1.    Synchysis  scintillans. 
By  F.  R.  Cross. 

An  unusually  healthy  woman  of  seventy-three,  who  has 
never  had  any  injury  or  serious  illness.  Three  and  a  half 
years  ago  lier  husband  noticed  a  peculiar  appearance  in  the 
left  eye,  which  he  attributed  to  cataract.  The  patient  had 
observed  nothing  except  a  small  fixed  scotoma. 

The  right  eye  appears  quite  normal,  but  vision  cannot 
be  got  above  -f^  and  J.  1. 

Tbe  left  eye  has  the  same  power  of  vision  as  its  fellow, 
f§  J.  8  and  +  1-25  D.,  J§  +  5  J.  1  ;  its  lens  is  slightly 
hazy.  The  details  of  the  fundus  can  be  indistinctly  seen. 
The  vitreous  is  quite  uniformly  permeated  by  the  charac- 
teristic small  glistening  nodules  of  synchysis  scintillans  ; 
each  nodule  is  definitely  placed  ;  it  shifts  slightly  and 
slowly  with  the  movements  of  the  eye,  and  regularly 
regains  its  position  as  the  eye  comes  to  rest.  Direct  ophthal- 
moscopic examination,  with  the  help  of  convex  glasses 
up  to  +  20  D.,  shows  that  the  whole  vitreous  body  is  occu- 
pied by  the  nodules,  and  in  one  or  two  places  they  appear 
connected  together  in  a  greyish  cloud. 

The  eye  has  been  under  observation  for  a  year.  No 
change  has  occurred  except  it  be  in  the  greyish  clouds 
alluded  to,  or  in  a  slight  increase  of  the  cataract. 

It  is  suggested  that  these  cases  are  quite  distinct  from, 
and  should  not  be  grouped  with,  ordinary  sj'nchysis  and 
fluid  vitreous,  and  that  there  is  little  evidence  that  the 
peculiar  change  is  ever  induced  by  disease  in  the  ciliary 
body  or  choroid.  The  slight  movements  of  the  crystals 
indicate  that  in  this  case  the  vitreous  is  of  normal  con- 
sistence. Its  general  substance  is  slightly  altered  where 
the  greyish  clouds  are  seen,  but  the  essential  pathological 
change  is  in  the  cellular  elements,  subhyaloid,  multipolar. 
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and  globular,  and  in  tliem  fatty  degeneration  has  taken  place 
with  the  deposit  of  cholesterin,  tyrosin,  and  spherical  masses 
of  phosphates,  as  induced  from  Poncet's  microscopical 
researches,  a  change  that  is  completely  analogous  to  the 
atheroma  of  arteries. 

(Living  specimen.      October  Ibth,  1885.) 


2.  A  case  of  persistent  remains  of  the  hyaloid  vessels,  tvhich 
had  been  mistaken  for  active  mischief  producing  a 
flocculus  in  the  vitreous. 

By  Robert  Brudenell  Carter. 

The  patient,  M.  L — ,  a  lady's  maid  about  thirty  years 
of  age,  and  in  good  general  health,  sought  advice  on 
account  of  asthenopia,  and  was  told  that  her  left  eye  was 
the  seat  of  serious  disease  which  imperatively  required 
rest  and  active  treatment.  Her  mistress  sent  her  to  Mr. 
Carter,  who  found,  in  the  right  eye,  3"50  D.  of  hyper- 
metropia,  with  0*50  D.  of  astigmatism,  and  corrected 
vision  equal  to  eight  tenths.  In  the  left  eye  there  was  2 ••50 
D.  of  hyper metropia  with  no  astigmatism,  and  corrected 
vision  equal  to  one  thii'd.  When  the  eye  was  illuminated 
by  the  mirror  alone,  a  floating  body  was  perceptible,  which 
disappeared  when  a  defined  inverted  image  was  obtained, 
but  which  when  seen  in  an  erect  image,  was  manifestly  a 
vestige  of  the  hyaloid  vessels.  It  consisted  of  an  extremely 
delicate  double  cylinder,  each  tube  of  which  terminated 
anteriorly  in  a  little  knob,  and  which  extended  so  far 
forwards  that  its  anterior  extremity  required  a  lens  of 
about  +8"0  D.  The  posterior  attachment  of  the  film  to 
the  vascular  system  of  the  disc  could  not  be  made  out. 

When  the  patient  was  exhibited,  with  a  widely  dilated 
pupil.  Dr.  Brailey  discovered  a  large  patch  of  choroidal 
atrophy  not  far  from  the  equator.  There  was  no  evi- 
dence of  any  recent  disease,  and  the  conditions  were  pro- 
bably both  congenital. 

{Living  specimen.      October  loth,  1885.) 
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XII.  AFFECTIONS  OF  MUSCULAR  AND  NERVOUS 

SYSTEMS. 

1.   A    case   exhibiting    definite  variations    of  the  pupils  in 
association  with  the  extrinsic  movements  of  the  eye. 

By  Walter  H,  Jessop,  M.B. 

Alfred  N — ,  set.  33,  painter,  was  sent  to  me  by  Mr.  P. 
Wightwick,  Resident  Medical  Officer  of  the  Western 
Greneral  Dispensary. 

History. — When  six  years  old  had  corneal  ulcers  in 
both  eyes.  At  fourteen  years  old  fell  down  from  a 
house-top  a  distance  of  forty-five  feet,  breaking  his  fall 
half  way  down.  Was  admitted  into  the  Great  Northern 
Hospital  under  the  charge  of  Mr.  Gay.  He  was  insensible 
for  eight  weeks,  and  says  that  the  brain  was  exposed,  and 
a  great  deal  of  bone  worked  out  from  the  wound  ;  he 
recovered  in  four  months,  and  felt  afterwards  little  of  the 
injury.  For  ten  years  has  suffered  from  gout,  which  he 
associates  with  his  work  in  lead  ;  had  gout  first  in  foot,  but 
now  in  all  his  joints.  Four  years  ago  had  paralysis  of  left 
side  of  face,  arm,  leg,  &c.  ;  could  always  shut  left  eye 
properly ;  was  speechless  for  one  week.  One  year  and 
nine  months  ago  noticed  right  side  of  face  was  drawn 
up. 

Three  years  ago  says  that  for  a  few  minutes  he  lost  use 
of  both  legs,  so  that  he  could  not  sit  down.  Sixteen 
years  ago  had  gonorrhoea  and  sore  on  penis  ;  no  other 
venereal  history.  For  last  ten  years  noticed  sometimes  on 
working  that  he  had  diplopia,  and  suffers  from  cramp  in 
left  leg.  Has  never  noticed  or  been  told  about  difference 
in  size  of  pupils.      Married,  three  children,  all  healthy. 
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Family  history. — Father  and  maternal  grandmotlier 
rheumatic. 

Present  condition. — On  vertex  in  frontal  bone  with 
convexity  forwards  is  a  deep  crescentic  depression  about 
three  and  a  half  inches  long,  and  into  which  you  can  put 
your  fingers,  feeling  hone  covered  by  thin  cicatricial 
tissue  at  the  bottom,  and  is  the  site  of  the  old  fracture. 
No  pain  or  tenderness  on  pressure,  and  no  pulsation  to  be 
felt. 

Face. — Left  side  in  state  of  old  facial  palsy,  skin 
smooth ;  can  shut  eye  well ;  mouth  drawn  up  to  right 
side ;  Eesthesia  equal  and  perfect  on  both  sides.  Left 
hand  looks  rather  smaller  than  right,  but  not  in  any  one 
direction,  or  as  regards  any  set  of  muscles ;  no  wrist 
drop  ;  patellar  reflexes  normal. 

Ears. — Left  cannot  hear  watch  even  when  touching 
ear.      Right  hears  watch  well  at  two  feet. 

Bight  eye  —  Central  corneal  nebula.  Ophthalmo- 
scopically  :  myopia  2  D.,  disc  whitish,  irregular  outline. 
V.  6^0,  My.  2  D.  2-4  ;  J-  10  at  16  cm. 

Left  eye. — Cornea  clear.  Ophthalmoscopically  My.  1  D., 
disturbance  of  choroid  forming  a  crescent  on  outer  side 
of  disc,  one  patch  of  choroidal  pigment,  probably  from 
old  choroiditis.     V.  f ,  My.  1  D.  f  partly.     J.  1  at  16  cm. 

Pupils. — Are  rarely  equal,  and  vary  a  great  deal. 
Right  pupil  generally  the  larger.  No  light  or  sensory 
pupillary  reflexes  ;  no  movements  of  the  pupils  with 
respiration.  On  accommodating*  for  near  objects  both 
pupils  are  equal  and  less  than  3  mm. 

In  each  eye  the  pupil  contracts  for  any  internal  move- 
ment, even  when  combined  with  an  upward  and  downward 
excursion  of  the  eye ;  the  pupil  also  dilates  for  every 
outward  movement. 

The  dilatation  is  slow  compared  with  the  contraction. 
On  associated  movement  of  the  eye  to  the  right,  the  left 
pupil  contracts  to  3"5  mm.,  and  the  right  pupil  dilates  to 
7  mm.  ;  if  the  movement  be  quick  the  difference  between 
the  time  of  contraction  of  the  left  and  dilatation  of    the 
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right  pupil  is  well  marked.  On  associated  movement  of 
the  eyes  to  the  left  the  left  pupil  dilates,  and  the  right 
contracts. 

Drugs. — Atropine  and  homatropine  dilate  the  pupils  to 
7*5  mm.,  the  mydriasis  not  acting  to  light  or  accommo- 
dation. Cocain  dilates  the  pupils  to  9  mm.,  and  on 
accommodation  they  become  7'5  mm.,  but  do  not  act 
to  light.      Eserine  constricts  pupils  as  usual  to  1'5  mm. 

Accommodation. — On  looking  to  the  extreme  left  he  can 
read  J.  1  at  16  cm.  with  left  eye,  though  the  pupil  is 
widely  dilated,  therefore  there  is  no  palsy  of  accommoda- 
tion associated  with  the  dilated  pupil. 

Extrinsic  muscles. — Good  action  in  both  eyes,  when 
used  singly,  or  when  eyes  moved  together.  The  external 
deviation  of  right  eye  is  due  probably  to  the  corneal  nebula. 

This  case  is  of  great  interest  from  the  fact  that  I  can 
find  no  mention  of  a  parallel  one.  The  variations  of 
the  pupil  with  the  movements  of  the  eyeball  have  been 
observed  in  accommodation  or  on  the  movements  associated 
with  accommodation. 

Thus  on  converging  the  eye  or  eyes  and  accommodating, 
the  pupil  becomes  smaller,  and  on  again  relaxing  the 
accommodation,  and  the  eyes  resuming  the  straight  direc- 
tion, the  pupils  dilate. 

In  this  case  we  have  the  following  definite  facts  : 

1.  The  pupils  do  not  react  to  light. 

2.  The  pupils  do  not  react  to  sensory  irritation. 

3.  On  all  internal  movements  the  pupils  contract,  and 
on  all  external  movements  they  dilate ;  this  happens  in 
each  eye  alone  or  on  associated  movements  of  both  eyes. 

4.  On  convergence  of  the  eyes  and  accommodation,  the 
pupils  contract  to  a  smaller  size  than  on  mere  inward 
movements. 

5.  During  the  movements  of  the  eyeballs  the  contrac- 
tion of  the  pupil  takes  place  much  more  quickly  than  the 
dilatation. 

6.  When  looking  outwards,  and  the  pupil  therefore 
dilated,  there  is  no  action  of  the  pupil  on  accommodation 
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7.  Associated  with  the  dilated  pupil  on  external  move- 
ments there  is  no  alteration  in  accommodation,  such  as 
paresis  or  palsy  of  the  ciliary  muscle. 

Now,  taking  the  fact  in  this  case  that  all  movements 
of  the  eye  internally  are  associated  with  contraction,  and 
also  an  external  excursion  with  dilatation  of  the  pupil,  we 
know  that  contraction  of  the  pupil  may  be  due  to  irintation 
of  the  third  nerve  and  dilatation  of  the  pupil  to  sympa- 
thetic irritation.  We  also  find  that  the  movements  of  the 
pupil  in  this  case  are  like  those  following  excitation  of  the 
third  and  sympathetic,  namely,  that  contraction  is  quick 
and  dilatation  slower. 

Also  the  external  movements  of  the  eye  are  in  connection 
with  the  external  rectus  supplied  by  the  sixth  nerve,  and 
the  internal  with  the  internal  rectus  supplied  by  the  third 
nerve ;  the  sixth  nerve  has  a  very  large  communication 
in  the  cavernous  sinus  with  the  sympathetic. 

From  this,  therefore,  we  should  expect  that  if  there 
were  any  associated  action  of  the  pupil  with  the  extrinsic 
muscles,  it  would  be  contraction  of  the  pupil  with  internal 
movements,  and  dilatation  of  the  pupil  with  external 
movements. 

Physiologists  have  associated  the  contraction  of  the 
pupil  on  convergence  as  taking  place  owing  to  accommo- 
dation. 

To  try  what  normally  happens  I  have  made  several 
observations,  and  have  come  to  the  conclusion  that — 

With  far  vision  and  with  an  ordinary  light  the  pupil 
retains  its  normal  size  whether  associated  with  internal, 
straight,  or  external  movements. 

On  accommodating  the  pupil  becomes  smallest  with 
internal  movements,  nearly  as  small  on  straight  move- 
ments, and  either  alters  very  little  or  remains  the  same 
size  on  external  movements. 

On  associated  movements  to  the  right  or  left  the  pupils, 
allowing  the  same  amount  of  light,  keep  the  same  size. 

From  these  observations  the  only  ones  that  point  to 
there  being  normally  any   association   of  the  pupils  with 
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the  extrinsic  muscles  are  the  action  of  tlie  pupils  with 
accommodation. 

If  the  pupils  had  no  tendency  to  act  with  the  extrinsic 
muscles  we  should  expect  that  the  pupil  would  equally 
contract  to  accommodation  when  either  extrinsic  muscle  is 
acting,  but  this  is  not  so. 

Also,  the  pupil  is  smallest  on  accommodating  with 
internal  movements,  and  remains  the  same  size  on  external 
movements,  or  seems  sometimes  at  first  to  oscillate  between 
slight  contraction  and  its  usual  size. 

If  the  normal  tendency  of  the  pupil  were  to  dilate  on 
external  movements  and  contract  on  internal,  we  should 
then  easily  explain  the  fact,  as  on  internal  movements 
there  would  be  the  tendency  to  contraction  increased  by  the 
accommodation,  and  on  external  movements  there  would 
be  the  tendency  to  dilatation  met  by  the  accommodation 
contraction,  and  the  resultant  would  be  no  effect  on  the 
pupil. 

That  normally  the  pupils  would  be  kept  of  equal  size 
we  should  expect,  in  order  to  regulate  the  same  amount  of 
light  to  each  eye,  and  therefore  to  explain  this  action  of 
the  pupils  in  this  patient,  I  should  suggest  that  there  is 
normally  a  centre  which  keeps  the  pupils  equal  in  the  ordi- 
nary associated  and  other  movements  of  the  eye,  and  which 
has  been  put  out  of  gear  in  our  patient. 

Taking  his  other  ocular  symptoms  into  account  we  find 
that  he  has — 

1.  Perfect  conjugate  deviation  of  the  eyeballs  to  either 
side. 

2.  Good  contraction  of  the  pupils  on  accommodation. 

3.  No  sensory  reflex  of  the  pupils. 

4.  No  light  reflex. 

Now,  considering  the  centres  in  the  cerebrum  associated 
with  the  above  we  find — 

1.  That  in  front  of  the  nates  there  is  the  centre  for 
producing  the  associated  movements  of  the  eyeballs. 
That  in  a  tract  beneath  the  aqueduct  of  Sylvius  and  below 
the  front  part  of  the  corpora  quadrigemina,  we  have 
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2.  At  the  anterior  part  the  centre  for  the  movements 
of  the  pupils  on  accommodation. 

3.  In  the  middle  that  for  reflex  contraction  of  the  iris 
to  light,  and 

4.  Behind  that  for  sensory  reflex  dilatation  of  the   iris. 
In  this  case  we  have  1   and  2  intact  apparently,  but   3 

and  4,  which  lie  between  them,  are  destroyed,  and  there- 
fore we  have  a  lesion  implicating  3  and  4  and  lying 
between  1  and  2.  Therefore  the  centre  for  keeping  the 
pupils  the  same  size  during  the  external  movements  of 
the  eyeballs  is  probably  situated  between  the  centre  for 
the  conjugate  movements  of  the  eyeballs  and  the  centre 
for  the  movements  of  the  pupil  on  accommodation,  and  in 
close  proximity  to  the  centres  for  light  and  sensory  reflex. 
This,  of  course,  is  purely  theoretical,  but  I  know  nothing 
else  to  explain  so  well  the  facts. 

As  to  the  causation  of  the  lesion  the  case  is  such  a 
tissue  of  diseases,  that  it  is  impossible  to  say. 

{Living  specimen.     November  12th,  1885.) 

Dr.  Beevor  said  that  on  making  inquiries  he  had  found 
out  that  the  patient  had  suffered  from  hemiangesthesia  at 
the  same  time  that  he  had  the  hemiplegia,  and  as  the 
lesion  which  produces  this  is  commonly  situated  in  the 
posterior  third  of  the  hinder  limb  of  the  internal  capsule, 
it  places  the  disease  farther  back  in  the  brain  and  so 
nearer  to  the  centres  for  the  pupils  in  the  floor  of  the 
fourth  ventricle.  But  as  the  patient  had  never  observed 
anything  wrong  in  his  pupils  it  would  be  quite  impossible 
to  say  that  the  lesion  affecting  the  pupils  occurred  at  the 
same  time  as  the  hemiansesthesia,  it  simply  brought  the 
two  lesions  nearer  together.  With  regard  to  locomotor 
ataxy,  since  seeing  Mr.  Jessop's  case  at  the  previous 
meeting  Dr.  Beevor  had  examined  the  pupils  of  several 
cases  of  tabes,  but  had  failed  to  find  that  there  is  any 
change  in  them  when  the  eyes  are  conjugately  rolled  from 
side  to  side,  though  they  showed  well  the  Argyll-Eobertson 
reaction. 
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Mr.  GuNN. — In  connection  witli  Mr.  Jessop's  case  I  may 
mention  that,  in  two  cases  of  paresis  of  one  external 
rectus,  I  have  observed  dilatation  of  the  pupil  to  occur  on 
the  patient^s  endeavouring  to  use  the  paresed  muscle. 
This  phenomenon  maj  possibly  be  explained  thus  :  On  a 
strong-  voluntary  effort  being  made,  nerve  force  is  dis- 
charged along  the  affected  sixth  nerve,  but  it  is  interrupted 
before  it  reaches  the  muscle ;  in  consequence  of  the  inter- 
ruption, currents  are  set  up  in  the  sympathetic  fibres  of 
this  nerve,  and  in  this  way  the  pupil  is  caused  to  dilate. 

Dr.  Ormerod. — Mr.  Jessop  has  advanced,  in  explanation 
of  his  case,  the  hj^pothesis  that  there  exists  a  centre  for 
harmonising  the  action  of  the  pupils  during  the  sideward 
movement  of  the  two  eyes,  and  that  this  centre  is  in  close 
proximity  to  those  which  cause  the  contraction  of  the 
pupils  under  the  stimulus  of  light  and  during  the  effort  ol 
convergence.  Did  this  centre  exist  we  should  expect 
sometimes  to  find  it  affected  in  tabes  dorsalis,  a  disease  in 
which  both  the  other  two  centres  are  affected  (that  for  the 
light  reflex,  indeed,  very  frequently).  But,  so  far  as  I 
know,  no  abnormal  pupillary  action,  like  that  in  Mr. 
Jessop's  case,  has  as  yet  been  described  in  tabes  dorsalis. 
It  is,  of  course,  possible  that  it  may  be  found  when 
specially  looked  for. 


2.  A  case  of  locomotor  ataxy  with  cphthalmojplegia  externa 
and  interna. 

By  Seymour  J.  Sharkey,  M.B. 

G.  S — ,  aet.  37,  came  under  my  care  as  an  out-patient 
at  St.  Thomases  Hospital  on  June  11th,  1885. 

His  father  is  alive  and  slightly  rheumatic,  while  his 
mother  has  been  blind  for  the   last  two  years,  but  as  he 
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has  not  seen  ker  during  this  period  he  can  give  no  further 
information  regarding  her  condition.  Patient  has  three 
children,  all  alive  and  healthy. 

When  twenty-five  years  old  he  had  an  attack  of  rheu- 
matic fever,  and  was  ill  for  eleven  weeks. 

After  twelve  years^  service  in  the  army  he  was  dis- 
charged in  1882  on  account  of  a  rupture  produced  by 
lifting  a  heavy  weight. 

He  has  always  been  temperate,  and  has  not  had  syphilis. 

In  1881  he  suffered  first  from  somewhat  severe  pains 
about  the  lower  part  of  the  chest,  and  also  from  time  to 
time  from  a  feeling  of  constriction  round  the  chest  and 
abdomen. 

Towards  the  end  of  1882  he  first  noticed  unsteadiness 
in  the  left  leg,  and  soon  after  in  the  right,  which  forced 
itself  most  on  his  attention  when  returning  from  work  in 
the  evening'.  He  had  no  pain  or  numbness,  and  con- 
tinued his  work  as  a  gardener.  About  the  same  time  his 
sight  began  to  fail  for  near  objects,  and  now  he  cannot 
see  clearly  at  any  distance.  For  twelve  months  he  has  had 
diplopia  on  looking-  sideways,  which  continues  some  little 
time  after  shutting  one  eye.  For  nine  months  he  has  had 
aching  and  constrictive  pains  in  the  lower  part  of  his  legs, 
and  has  felt  as  if  walking  on  feathers. 

He  has  got  gradually  worse,  and  in  June,  1885,  had  to 
give  up  work.  His  bowels  have  been  sometimes  loose, 
sometimes  confined,  micturition  neither  difficult  nor  un- 
naturally easy. 

Although  the  patient  states  that  he  has  lost  much 
weight  he  is  not  emaciated,  but  he  is  ataxic  to  such  a 
degree  that  he  cannot  walk  without  a  stick.  Both  patellar 
reflexes  are  quite  absent,  the  plantar  brisk.  He  has  some 
impairment  of  sensation. 

His  arms  are  not  affected,  but  there  is  some  slight 
unsteadiness  of  the  head  and  neck  observable  when  he 
walks. 

There  is  marked,  though  not  complete,  ophthalmoplegia 
externa  and  interna,  the  right  internal  rectus  acting  to  a 
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certain  extent^  and  there  being  some  slight  rotation  of  the 
eyeballs  when  the  patient  looks  down. 

The  left  eyeball  is  covered  more  by  the  upper  lid  than 
the  right  is,  but  there  is  no  marked  ptosis. 

The  left  pupil  (4"5  mm.)  is  larger  than  the  right  (4 
mm.)  but  neither  act  to  light  or  to  accommodation,  nor 
does  irritation  of  the  skin  (e.  g.  pinching)  effect  their  size. 

The  optic  discs  are  healthy. 

The  patient  asserts  that  he  not  only  sees  double,  but 
that  he  sees  double  with  the  left  eye  alone  open. 

Mr.  Nettleship  very  kindly  reported  on  this  point,  as 
well  as  on  the  condition  of  refraction  and  accommodation, 
as  follows  : 

"  On  careful  trial  again  with  candle  and  coloured  glasses 
I  can  get  no  diplopia,  either  binocular  or  monocular.  He 
says  he  sees  double  as  a  rule  when  he  turns  his  head 
suddenly  or  changes  his  position,  but  the  diplopia  only 
lasts  a  very  short  time,  and  goes  off  '  when  the  eyes  settle 
down.' '' 

Colour  vision  good. 

!E.    1%.      H.  m.  1-5  or  2  D.;  requires  +  4  D.  for 
reading  1  J.  at  8". 
L.   -j-2.      H.  m.   -75  D.;  requires  4  or  4-5   D.  for 
reading  1  J.  at  8". 
Patient  is  difficult  to  test  and  attends  badly.      There  is 
no  doubt  that  he  has  paresis   of  accommodation,  but   the 
exact  degree  of  weakening  is  uncertain. 

{Living  specimen.      November  12th,  1885.) 


3.  Case  of  diphtheritic  cyclojplegiaywith  absence  of  knee- jerks, 
defect  of  colour  vision,  and  contraction  of  fields  of  vision. 

By  Walter  H.  Jessop,   M.B. 

LiLLA  K — ,  aet.  10,  a  very  intelligent  child,  came  to  the 
Central  London  Ophthalmic  Hospital  on  July  24th,  1885. 
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She  had    an    attack    of  diphtheria  two  months  ago,  but 
beyond  this  had  been  a  very  healthy  child. 

For  the  last  three  weeks  she  could  not  see  to  read,  and 


A  shows  F.  of  V.  on  July  2-itl). 
B  „  „  „      31st. 

C  „  „  Aug.  14th. 

had     also    complained  of    fluids     regurgitating    through 
nostrils.      There  is  no  knee-jerk  present. 

/'Right  ^Q,  J.  14  at  22  cm.,  +4  D.  J.  1  at 

ILyes.— V.  <  ^^^^  ^^^  J    j^  ^^  22  cm.,  +4  D.  J.  1  at  22 

V.      cm. 

Pupils    equal,    act  to  light   and    accommodation.      For 
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distance  when  shaded  are  4*5  mm.  ;  in  good  light  3*5 
mm.  ;  and  on  accommodating  3  mm. 

Ophthalmoscopically . — Both  discs  paleish  and  arteries 
rather  small^  especially  left  eye. 

With  coloured  wools  she  can  tell  bright  colours  well, 
but  is  confused  with  light  greens,  calling  yellowish  green 
yellow,  and  light  blue  green  bluish  grey. 

Fields  (a)  taken  for  white  three  times,  and  patient  is 
very  precise  and  correct  in  her  statements. 

Ordered  Syr.  Ferri  Phosph.  5ss  three  times  a  day. 

July  28th. — She  says  sight  has  been  improving  since 
last  visit.  Urine  1008,  and  small  amount  of  albumen. 
Vision  :  right  eye  ^-3,  J.  10  at  22  cm  ;  left  eye  ^-3, 
J.  10  at  22  cm.      Knee-jerks  still  absent. 

31st. — Vision,  Right  eye  ^,  J.  1  at  22  cm.  Left  eye 
f ,  J.  1  at  22  cm. 

Ophthalmoscopically . — Discs  good  colour,  no  difference 
in  arteries,  which  look  normal.  Colour  apparently  normal 
with  wools  ;  no  confusion  now  between  light  shades  of 
green.      Knee-jerks  still  absent.      Fields  of  vision  taken 

(B). 

August  14th. — Vision  the  same.  Knee-jerks  still 
absent.      Fields  of  vision  taken  (c). 

The  chart  given  shows  the  fields  of  vision  for  white 
taken  for  the  left  eye  ;  that  of  the  right  eye  is  not  given, 
as  it  was  nearly  the  same.  The  fields  of  vision  were 
taken  by  McHardy's  perimeter,  in  a  good  lig'ht,  and  with 
a  white  disc  of  10  mm.  diameter. 

{Card  specimen.     December  10 fh,  1885). 
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4.  Neuro-paralytic  ophtltalmia. 
By  Charles  Higgens. 

The  following  case  has  now  been  under  more  or  less 
constant  observation  for  nearly  eighteen  months. 

The  corneal  ulceration  had  healed  in  eight  month s^ 
leaving  a  dense  leucoma.  During  the  first  three  weeks  of 
the  patient's  attendance  there  were  ulcerated  spots  on  the 
anaesthetic  skin  ;  these  healed  during  a  three  weeks'  stay 
at  the  seaside. 

The  point  of  interest  in  the  case  is  that,  although  the 
auEesthesia  remains  complete,  the  corneal  ulceration  has 
entirely  healed,  and  the  eye,  with  the  exception  of  the 
leucoma,  is  normal  in  every  way. 

The  patient  is  a  young  woman,  Esther  H — ,  set.  19, 
apparently  healthy,  and  there  is  no  history  of  any  consti- 
tutional taint,  syphilitic  or  otherwise. 

She  first  attended  amongst  the  out-patients  at  Guy's 
Hospital  February  26th,  1884.  There  was  a  large  central 
corneal  ulcer  in  the  right  eye,  there  was  conjunctivitis  and 
some  muco-purulent  discharge  ;  the  eye,  together  with  the 
whole  of  the  parts  supplied  by  the  fifth  nerve,  were  quite 
insensible  to  the  prick  of  a  pin.  There  were  some  super- 
ficially ulcerated  spots  on  the  skin  of  the  temple  and 
forehead. 

The  eye  was  carefully  covered  with  cotton  wool  and 
bandaged  ;  atropine  was  ordered  to  be  dropped  into  it 
three  times  a  day,  and  a  mixture  containing  iodide  and 
bromide  of  potassium  with  perchloride  of  mercury  and 
bark  was  prescribed. 

A  fortnight  later  the  patient  was  sent  to  a  convalescent 
home  at  Eastbourne,  where   she   remained   three   weeks 
on  her  return  the  ulcerated  spots  on  the  skin  had  healed. 
The  same  treatment  was  continued  till  April  26th,  but  the 
eye  remained  in  much  the  same  condition.      On  this  date 
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dialised  iron  was  prescribed  ;   this  she  continued  to  take 
more  or  less  regularly  for  nearly  twelve  months. 

On  September  20th,  1884,  the  muco-purulent  discharge 
had  much  increased  ;  boracic  acid  lotion  was  ordered. 

November  4th. — The  corneal  ulceration  had  quite  healed. 
There  was  a  dense  leucoma.  The  eye  could  read  J.  20; 
there  was  no  sensation  over  any  part  of  the  supply  of  the 
right  fifth. 

August  18th,  1885. — The  condition  was  as  follows  : — 
Eight  eye,  nearly  central  corneal  opacity,  pupil  acts  well 
directly,  indirectly,  and  during  accommodation.  The 
fundus  can  be  seen  and  is  quite  normal ;  the  tension  is 
normal.  Vision  =  -^  and  J.  14.  There  is  no  sensation 
of  any  part  supplied  by  the  right  fifth,  and  taste  is  absent 
on  the  right  side  of  the  tongue.  The  muscles  of  mastica- 
tion are  so  much  wasted  that  the  cheek  and  temple  look 
flattened,  whilst  the  malar  eminence  appears  unusually 
prominent.  The  left  side  of  the  face  is  rather  plump. 
There  is  ulceration  of  the  margin  of  the  right  nostril  and 
there  are  styes,  but  they  exist  on  both  sides  ;  otherwise  the 
patient  is  in  good  health. 

{December  10th,  1885.) 


5.    On  the  affections  of  the  eye  in  herpes  facialis,  with  cases. 
By  Walter  H.  Jessop,  M.B. 

The  occurrence  of  the  following  four  consecutive  cases 
of  herpes  facialis  with  ocular  complications  induced  the 
writer  to  look  up  the  literature  of  this  disease,  which  was 
first  accurately  described  by  Mr.  Hutchinson  and  Sir 
"William  Bowman.  In  the  following  paper,  after  recording 
my  cases,  I  have  collected  and  arranged  the  different 
ocular  affections  mentioned  by  writers  as  occurring  in  this 
disease. 

For    the    first    case    I    am  indebted    to    the    kindness 
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of  Ml'.   Nettleship ;    the    other  three    are    from    my   own 
practice. 

Case  1.  Herpes  supra-orhitalis  with  keratitis  punctata 
and  iritis;  quick  recovery. — J.  C — ,  set.  20,  clerk,  came  to 
Mr.  Nettleship  at  the  Royal  Ophthalmic  Hospital,  Moor- 
fields,  on  September  20th,  1884,  with  a  crop  of  herpetic 
vesicles  on  the  skin  supplied  by  the  outer  branch  of  the 
left  supra-orbital  nerve ;  the  eruption  had  been  out  for 
a  week,  and  the  eye  had  been  inflamed  during  the  same 
time. 

Left  eye. — Upper  lid,  swollen  and  inflamed  ;  circum- 
corneal  zone ;  well  marked  keratitis  punctata,  the  spots 
having  the  usual  arrangement,  but  being  most  abundant 
near  the  centre ;  anterior  chamber  slightly  deepened. 
Pupil  dilated  ovally  under  atropine.      Tension  +  |. 

Ophthalmoscopic  examination. — Retinal  veins  dilated  ; 
refraction  myopic. 

Right  eye. — healthy  and  emmetropic. 

On  September  24th  the  vesicles  were  drying  up ;  the 
keratitis  had  become  more  widely  diffused,  but  the  dots 
were  still  visible ;  iritic  adhesions  had  formed,  and  the 
aqueous  was  muddy  ;   no  pain. 

Atropine,  which  had  not  been  ordered  at  first  because 
of  the  +  tension,  was  now  prescribed. 

On  October  1st  the  cornea  had  cleared,  and  most  of 
the  dots  had  disappeared.  On  October  22nd  only  two 
dots  could  be  made  out  by  careful  scrutiny. 

Vision  :   right  eye  |- ;  left  eye  ^q  —  4  D.  f . 

Case  2.  Herpes  lachrymalis  with  keratitis  ;  recovery  with 
corneal  nehula. — Joseph  G — ,  get.  34,  porter,  came  to  the 
Central  London  Ophthalmic  Hospital  on  September  9th, 
1884.  His  history  was  that  three  weeks  before  he  had 
severe  pain  over  the  outer  part  of  his  left  eyebrow  accom- 
panied by  lachrymation  ;  this  severe  neuralgic  pain  lasted 
for  two  days,  and  became  much  less  on  an  eruption  of 
herpetic    vesicles   coming   out   at   the    site    of   the  pain ; 
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during  the  last  fortniglit  the  sight  of  the  left  eye  has 
become  dim. 

He  had  never  suffered  from  his  eyes  before  this ;  no 
history  of  syphilis,  but  has  had  rheumatic  pains  in  his 
joints  at  times.      Family  history  reveals  nothing. 

Patient  exhibits  several  herpetic  vesicles  arranged  in 
two  radiating  lines  on  the  outer  side  of  the  left  eyebrow 
over  the  region  supplied  by  the  lachrymal  nerve.  There 
is  slight  tenderness  on  pressure  over  the  left  lachrymal 
gland,  but  no  tenderness  or  pain  in  supra-orbital  notch, 
or  signs  of  vesicles  along*  the  other  branches  of  the  fifth. 

Left  eye. — Upper  lid  swollen  and  oedematous,  but  no 
vesicles  to  be  seen  on  it ;  conjunctiva  congested,  circum- 
corneal  zone,  lachrymation  increased,  and  slight  photo- 
,  phobia. 

Cornea. — On  lower  part  is  slight  superficial  ulceration 
and  infiltration ;  well-marked  keratitis  punctata,  the  dots 
being  arranged  in  the  shape  of  a  conical  bullet  with  the 
rounded  end  towards  the  centre  of  the  cornea.  Anterior 
chamber  normal.  Iris  good  colour ;  pupil  regular,  equal 
to  right,  acts  well  to  light  and  accommodation. 

Fundus. — Details  seen  with  difficulty,  but  apparently 
normal.  Tension  normal.  Vision  ^q.  Eight  eye 
normal.  Ordered  Ung.  Hydrarg.  Oxid.  Flav.,  gr.  xxiv 
ad  3j  '}  Liquor  Arsenicalis,  TT^iiss,  three  times  a  day,  and 
to  apply  a  poultice  to  the  scabs,  and  then  vaseline. 

September  12th. — He  still  complains  of  pain  over 
lachrymal  region  ;  the  vesicles  are  beginning  to  scar. 

Left  eye. — Ciliary  congestion,  cornea  more  infiltrated, 
and  denser  towards  the  centre  of  the  patch.  Pupil  under 
atropine  dilates  fully,  showing  no  synechiae;  no  uveal 
pigment  on  capsule  of  lens.  Tension  normal.  Ordered 
Emplast.  Lyttge,  one  inch  square,  to  be  applied  over 
temporal  region,  and  Atrop.  Sulphat.,  gr.  iv  ad  5j,  to  be 
added  to  the  ointment. 

30th. — Pain  less,  but  still  at  times  over  the  top  of 
the  left  eyeball ;  scars  of  vesicles  to  be  seen  on  skin 
over  lachrymal  region. 
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Left  eye. — Corneal  ulceration  now  stopped^  and  cornea 
nebulous,  most  opaque  in  centre,  circum-corneal  zone  still 
present.  Pupil  fully  dilated  under  atropine.  Tension 
normal.      Vision  counts  fingers. 

December  8tli. — Left  eye  :  corneal  nebula  less,  espe- 
cially at  lower  part,  small  vessels  of  repair  seen  going  into 
cornea  on  using  a  high  magnifying  glass. 

Patient  still  complains  of  neuralgia  at  times  over 
affected  region. 

Case  3.  Herpes  frontalis  and  lachrymalis,  with  super- 
ficial keratitis. — Elsie  B — ,  aet.  3  years  10  months,  was 
brought  to  Dr.  Laycock  at  the  Children's  Hospital, 
Paddington  Green,  on  September  24th,  1885,  and  by  him 
kindly  transferred  to  my  charge. 

Five  days  before  admission  she  was  very  fretful  and 
feverish,  vomited  several  times,  and  complained  of  pain 
in  her  head ;  on  the  following-  day  there  was  a  well- 
marked  rash  on  her  forehead. 

Child  looks  very  ill  and  pale,  tongue  much  furred,  and 
bowels  very  relaxed.      Temperature  normal. 

Left  eye. — Over  the  left  eyebrow  and  extending  back- 
wards are  numerous  herpetic  vesicles,  some  small,  but 
most  of  them  very  large.  The  vesicles  extend  in  lines, 
apparently  following  the  course  of  the  left  supra-orbital, 
supra-trochlear,  and  lachrymal  nerves,  there  being  none 
along  the  course  of  the  nasal  nerve ;  the  lowest  vesicles 
are  on  a  level  with  the  eyebrows,  and  those  along*  the 
supra-orbital  nerve  extend  back  as  far  as  an  inch  from  the 
external  occipital  protuberance.  The  upper  lid  is  much 
swollen  and  closed  ;  eye  waters  a  great  deal.  Conjunctiva 
normal,  cornea  apparently  ansesthetic,  iris  and  pupil 
normal. 

Ordered  Lotio  Plumbi  externally,  and  Liq.  Arsenicalis 
TT^iss  to  be  taken  three  times  a  day. 

September  27th. — The  herpetic  vesicles  are  very  large 
and  pustulating,  and  were  snipped  with  scissors  to  try 
and    limit    the    scarring.       With    the    exception    of    the 
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swollen  lids,  lachrymation,  and  anaesthesia  of  the  cornea, 
the  eye  is  unaffected. 

October  1st. — Ulcers  left  by  vesicles  very  deep,  and 
give  rise  to  profuse  discharge.  Lids  less  swollen,  and  can 
raise  upper  one  a  little.  Conjunctiva  congested,  cornea 
normal. 

8th. — Ulcers  discharging  less. 

Left  eye :  lids  still  swollen.  Conjunctiva  congested, 
circum-corneal  zone.  Cornea :  slight  superficial  ulcera- 
tion, and  interstitial  haze  of  cornea. 

Parents  took  the  child  out  of  the  hospital,  and  I  have 
not  seen  her  again. 

Case  4.  Herpes  infra-orhitalis  luith  phlyctenular  idcer  on 
cornea  ;  perfect  recovery. — Julia  J — ,  set.  12,  came  to  the 
Central  London  Ophthalmic  Hospital  on  November  27th, 
1885.  She  says  that  five  days  ago  she  had  severe 
neuralgic  pains  over  left  supra-orbital  region,  lasting  for 
three  days,  and  becoming  much  better  on  the  spots 
coming  out  ;  the  left  eye  has  been  inflamed  for  three  days. 
She  has  never  had  bad  eyes  before. 

Left  eye.— On  skin  over  infra-orbital  foramen  are  six 
herpetic  vesicles,  none  on  lower  lid  or  anywhere 
else  on  face.  Upper  lid  slightly  swollen.  Conjunctiva 
congested,  especially  below.  Cornea  :  at  inner  and  lower 
part  about  1  mm.  from  edge  is  a  phlyctenular  ulcer.  No 
signs  of  iritis.  Tension  normal.  Ordered  Ung.  Flav. 
cum  Atrop.  three  times  a  day.  Syr.  Ferri  Phosph.  3SS 
three  times  a  day. 

December  1st. — She  has  very  little  neuralgia;  herpetic 
vesicles  disappearing.  Cornea  :  phlyctenular  ulcer  nearly 
healed.      Pupil  fully  dilated  aud  regular. 

8th. — Scars  to  be  seen  of  herpetic  vessels.  Cornea 
clear  and  normal. 

Course  of  the  eruption. — Herpes  zoster  facialis,  as 
zona  in  other  parts  of  the  body,  tends  to  accompany  the 
sensory  nerves  of  the  part  affected,  and  hence,  on  the  face, 
the  branches  of  the  fifth  nerve.      Its  most  usual  distribu- 
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tion  is  along  the  branches  of  the  frontal  division  of  the 
ophthalmic  nerve,  and  it  is  rare,  as  in  Case  1,  to  find  the 
eruption  limited  to  a  single  branch.  Herpes  frontalis 
may  also  be  combined  with  vesicles  along  the  lachrymal, 
as  in  Case  3,  or  the  nasal  divisions,  and  in  some  cases  all 
three  nerves  may  be  affected.  In  Case  2  we  have  the 
lachrymal  alone  affected ;  but  I  can  find  no  instance 
recorded  of  the  eruption  being  only  along  the  nasal 
nerve,  nor  of  the  lachrymal  and  nasal  being  implicated 
together  without  also  the  frontal. 

Herpes  accompanying  the  infra- orbital  nerve  alone  is 
rare,  and  if  the  region  of  the  superior  maxillary  nerve  is 
affected  it  is  generally  as  herpes  labialis.  Hybord  records 
two  cases  of  herpes  of  the  cheek,  upper  lip,  and  inferior 
eyelid,  with  vesicles  along  the  nose,  but  these  could  be 
accounted  for  by  following  the  nasal  branches  of  the 
superior  maxillary.  Hybord  also  relates  a  case  of  herpes 
on  both  sides  of  the  face  and  forehead  at  the  same  time. 

As  to  the  position  of  the  herpetic  eruption  influencing  the 
chance  of  implication  of  the  eye,  authorities  seem  to  differ. 
Hutchinson*  showed  from  his  carefully  collected  cases 
that  the  eye  was  only  severely  affected  when  the  eruption 
followed  the  distribution  of  the  oculo-nasal  nerve. 

Though  acknowledging  from  recorded  cases  that  the 
worst  eye  affections  during  herpes  are  generally  associated 
with  vesicles  along  the  nasal  nerve,  yet  there  are  many  in 
which  is  not  so.  Taking  my  four  cases,  in  all  of  which 
the  cornea  was  affected,  we  find  no  eruption  along  the 
nasal  nerve,  and  in  Case  2,  where  the  lachrymal  was  the 
affected  nerve,  the  corneal  complications  were  very  severe. 

Case  4  is  the  only  one  I  know  of  in  which  herpes  along 
the  infra-orbital  nerve  was  accompanied  by  a  corneal 
affection,  but  this  was  only  slight,  and  towards  the 
periphery. 

As  to  the  ocular  affections  occurring  during  an  attack 
of  herpes  facialis,  we  may  arrange  them  in  the  order  of 
the  parts  affected, 

*  '  Ophth.  Hosp.  Reports,'  vi,  p.  182. 
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Lids. — In  almost  every  case  of  herpes  ophthalmi- 
cus the  lids  are  swollen,  and  this  swelling  may  be 
attended  by  redness,  oedema,  and  even  induration.  Some- 
times there  may  be  such  great  hypereesthesia  as  to  make 
it  almost  an  impossibility  to  open  the  lids  from  the  pain 
caused. 

The  herpetic  eruption  may  be  present  on  the  lids,  but 
by  no  means  constantly,  as  in  the  four  -cases  above 
recorded  there  were  no  vesicles  on  the  lids.  The  vesicles 
have  been  observed  on  the  conjunctival  surface,  but  are 
usually  on  the  cutaneous. 

Lachrymal  gland. — In  most  cases  there  is  tenderness 
on  pressure  over  the  lachrymal  gland,  and  an  increased 
flow  of  tears. 

Photophobia  is  a  very  common  symptom,  sometimes 
from  the  first,  and  before  the  cornea  is  apparently 
affected. 

Conjunctiva. — With  very  few  exceptions  there  is  always 
present  congestion  of  the  conjunctiva,  giving  rise  to 
increased  secretion,  which  may  be  catarrhal,  muco-puru- 
lent,  or  more  rarely,  purulent  in  nature.  In  severe  cases 
there  is  chemosis  and  ecchymosis ;  and  vesicles  may 
form,  generally  phlyctenular  in  type,  giving  rise  after- 
wards to  ulcers.  Coppez  says  that  the  sensation  of 
pricking  is  more  severe  in  herpetic  than  in  ordinary  con- 
junctivitis. 

The  congestion  of  the  conjunctiva  may  precede  the 
cutaneous  eruption  ;  and  generally,  when  the  neuralgic 
pains  persist  after  the  herpetic  vesicles  have  disappeared, 
they  are  accompanied  by  conjunctival  redness. 

Cornea. — The  corneal  troubles  occurring  owing  to  an 
attack  of  herpes  have  been  treated  in  more  detail  than 
any  of  the  other  complications.  There  may  be  hyper- 
sesthesia  of  the  cornea,  or,  as  in  Case  3,  complete  anaesthesia, 
quite  early  in  the  disease,  and  this  case  showed  very  well 
Snellen's  dictum  that  the  cornea  ulcerates  when  ansesthetic 
chiefly  fi-om  irritation  from  without,  as  the  cornea  did  not 
begin  to  ulcerate  while   the   upper  lid  was  swollen,    and 
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completely  covering  it,  but  directly  the  lid  could  be 
opened  the  cornea  became  affected.  The  anaesthesia  of 
the  cornea  may  last  for  a  long  time  after  recovery  from 
herpes,  and  Michel*  cites  a  case  of  partial  anaesthesia  two 
years  after  an  attack. 

The  ulceration  of  the  cornea  may  be  a  general  super- 
ficial one,  or  deeper,  due  to  phlyctenulae,  vesicles,  pustules, 
or  even  an  abscess  in  the  corneal  layers. 

Hornerf  describes  small  vesicles  on  the  cornea,  which 
may  be  often  missed  unless  carefully  looked  for,  without 
any  opacity  at  first  of  the  cornea.  These  vesicles  break, 
and  then  produce  an  irregularity  of  the  corneal  surface, 
and  soon  afterwards  the  cornea  becomes  generally  cloudy. 
This  state  is  accompanied  by  anaesthesia  of  the  whole 
cornea.  The  corneal  ulcers  may  either  be  central  or 
peripheral,  and  in  some  cases  perforate  through,  giving  rise 
to  prolapse  of  iris. 

Interstitial  keratitis  occurs  occasionally,  as  in  Case  2, 
and  though  sometimes  clearing  up  well  generally  leaves 
the  eye  permanently  much  damaged. 

Keratitis  punctata  has  been  noted,  and  may  occur  with 
iritis,  as  in  Case  1,  or  with  interstitial  changes,  as  in  Case  2. 
The  most  severe  disease  of  the  cornea  in  herpes  is  that  of 
neuro-paralytic  keratitis,!  in  which,  with  complete  anaes- 
thesia of  the  cornea,  there  is  sloughing  of  the  cornea  and 
destruction  of  the  eye. 

8clerotic. — Hutchinson  and  Giraud  Teulon§  mention 
cases  exhibiting  small  bosses  on  the  sclerotic.  Joy  Jeffries 
cites  a  case  in  which  a  submucous  boss  was  present  in  the 
sclerotic  or  episcleral  tissue  ;  this  tumour,  after  detaching 
and  perforating  the  retina,  pushed  its  way  into  the 
vitreous. 

Anterior  chamber. — Hybord||   says  in  his  'Thesis^  that 

*  Graef  e  and  Saemisch,  '  Handbuch  der  Augenheilkiinde,'  Bd.  iv,  p.  402. 

t  *  Annales  d'OcuHstique,'  Ixvii,  p.  92. 

X  Nagel's  '  Jahrbuch,'  1876,  p.  447. 

§  '  Ann.  d'Oculistique/  t.  xliv,  1870. 

II  '  Du  Zona  Ophtalmique.'     These  de  Paris,  1872. 
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hypopyon  never  occurs^  but  Gossetti*  and  other  writers 
have  noted  it. 

Iris. — Iritis  generally  occurs  secondary  to  keratitis  in 
herpes,  but  Bowmanf  records  a  case  in  which  the  iris  was 
primarily  affected.  It  maybe  a  serous  iritis,  as  in  Case  1, 
with  keratitis  punctata,  or  exhibit  plastic  exudation,  as  in 
several  of  Hutchinson's  cases,  in  which  sometimes  the 
lymph  blocked  up  the  entire  pupillary  area.  The  pupil,  if 
affected  at  all,  is  generally  contracted,  but  Hutchinson  has 
observed  mydriasis  in  some  cases,  and  many  writers  have 
noted  that  though  apparently  without  any  adhesions 
the  iris  acts  badly  or  not  at  all  to  atropine  and  light 
reflex. 

Giliary  body. — Cyclitis  occurs  occasionally  together  with 
iritis. 

Paresis  of  accommodation  with  slightly  dilated  pupils 
has  been  recorded  by  von  ArltJ  and  Berhn. 

Vitreous. — Opacities  may  be  found  in  the  vitreous,  as  in 
a  case  of  Coppez.§ 

Choroid. — Noyes||  mentions  a  case  of  irido-choroiditis, 
which  ended  in  complete  blindness  of  the  eye.  Coppez  also 
cites  a  case. 

Ojytic  nerve. — Bowman^  mentions  a  case  of  atrophy  of 
the  optic  nerve  after  herpes,  and  Dr.  Hubsch,**  of  Con- 
stantinople, describes  a  case,  diagnosed  by  Hebra  as 
''  chronic  herpes  zoster,'^  affecting  most  regions  of  the 
body,  in  which  white  atrophy  of  both  optic  nerves  ensued. 
Daguenetft  describes  papillitis  of  the  right  optic  nerve  end- 
ing in  optic  atrophy,  with  vision  ^  in  a  case  of  right-sided 
herpes  ophthalmicus. 

Panophthalmitis. — Hybord,   Giraud  Teulon,  and  Gale- 

*  '  Annali  di  Ottalmologia,'  1872. 

t  '  Ophth.  Hosp.  Reports,'  vol.  vi,  p.  9. 

X  '  Wiener  mediciu.  Wochenschrift,'  1871,  Bd.  xlviii,  p.  1166. 

§  '  Annales  d'Oculistique,'  1876,  p.  43. 

II  '  Tr.  Am.  Ophth.  Soc./  1873,  p.  70. 

"If  '  Ophth.  Hosp.  Reports,'  vol.  vi,  p.  7. 
**  '  Anuales  d'Oculistique,'  Ixvii,  p.  238. 
tt  '  Recueil  d'Ophtalm.,'  S.  117. 
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zowski  have  recorded  cases  of  suppuration  of  tlie  eye  and 
consecutive  atrophy  of  the  globe. 

Tension. — According  to  most  writers  the  intraocular 
tension  is  diminished.  Achtermann  in  eleven  cases  found 
it  diminished  in  eight,  normal  in  two,  and  increased  in  one 
case. 

Extrinsic  muscles. — There  are  a  few  cases  on  record  in 
which  the  muscles  supplied  by  the  whole  or  part  of  the 
third  nerve  have  been  partially  or  completely  paralysed. 

Hutchinson*  cites  a  case  in  which  all  the  muscles  sup- 
plied by  the  third  nerve  were  affected,  and  also  one  of 
partial  ptosis  after  recovery  from  herpes  frontalis. 

Vei'nonf  describes  a  well-marked  case  of  paralysis  of  the 
third  nerve  with  amblyopia. 

BowmanJ  mentions  a  case  of  internal  strabismus  of  the 
left  eye  following  an  attack  of  herpes,  and  Weidner  also 
describes  a  case  of  paralysis  of  the  sixth  nerve. 

Sympathetic  irritation. — Noyes§  and  Coppez||  have 
recorded  cases  exhibiting  sympathetic  irritation  after  an 
attack  of  herpes. 

Recurrence. — Like  herpes  in  other  parts  of  the  body 
there  have  been  recorded  rare  instances  of  recurrence. 
Berger^  cites  a  case  of  herpes  following  the  frontal  and 
nasal  nerves  occurring  twice  on  the  same  side,  and  each 
time  implicating  the  eye. 

Lymphatic  glands. — In  some  cases  the  preauricular 
glands  have  been  enlarged  during  an  attack  of  herpes. 

Prodromata. — These  are  headache,  rigors,  vomiting, 
fever,  itching,  tingling,  insomnia,  vertigo,  gastralgia, 
hemicrania,  neuralgia  along  the  fifth  nerve  for  months, 
days,  or  hours. 

After    effects. — These    may    include    changes,  such    as 
nebulee   in   the   cornea,   synechias,  or  even  shrinking  and 
*  '  Ophth.  Hosp.  Reports,'  vol.  vi,  p.  183. 
t  •  St.  Bart.  Hosp.  Reports/  1868,  p.  128. 
J  '  Ophth.  Hosp.  Reports,'  vol.  vi,  p.  5. 

§  '  Trans.  American  Ophthal.  Society,'  1873,  part  1,  1877—78, 
II  '  Annales  d'Oculistique,'  t.  69,  p.  225. 
IF  Nagel's  '  Jahrbucli,'  1876,  p.  447. 
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atrophy  of  the  whole  globe.  The  cornea  may  remain  in- 
sensible for  a  long-  period  of  time,  or  may  become  hyper- 
gesthetic.  Coppez*  relates  a  case  in  which  one  year  after 
an  attack  of  herpes  the  eye  became  congested  and  irritable 
at  every  menstrual  period. 

The  neuralgia  may  last  from  weeks  to  years,  and  in 
one  out  of  every  three  of  Hybord^s  published  cases  there 
was  persistence  for  a  time  of  the  neuralgia.  Hutchinson 
says  that  the  cases  in  which  the  cornea  is  affected  are 
those  most  prone  to  suffer  afterwards  from  neuralgia. 

The  cornea  is  frequently  partially  or  wholly  anaesthetic 
when  the  neuralgia  persists. 

Causation. — Numerous  causes  have  been  adduced  as 
either  predisposing  or  actually  producing  herpes.  In 
many  patients  there  is  a  rheumatic  or  gouty  history,  and 
in  some  a  syphilitic.  Schiffer  cites  a  case  of  melanotic 
sarcoma  of  the  sphenoid  bone,  probably  by  irritation  giving 
rise  to  herpes  ophthalmicus.  It  has  followed  extraction 
of  a  tooth, t  purulent  otitis,  carbonic  oxide  asphyxia,  loco- 
motor ataxia,  injury,  sitting  in  a  draught,  exposure  to 
cold,  orbital  tumour.  J 

It  has  occurred  during  lactation,  in  persons  suffering 
from  dyspepsia,  and  Hutchinson  cites  a  case  in  which  the 
prescribing  of  arsenic  was  followed  by  herpes. 

It  is  said  to  be  more  common  in  old  age,  and  also  its 
effects  then  much  more  severe. 

Pathology. — Weidner§  records  the  notes  of  the  case  of 
an  old  man  dying  from  pneumonia  five  years  after  an 
attack  of  herpes  ophthalmicus.  The  fifth  nerve  was  much 
altered,  and  there  were  also  changes  in  the  Gasserian 
ganglion,  both  as  to  its  connective  tissue  and  ganglionic 
cells. 

The  most  carefully  recorded  case  we  have,  with  an 
account  of  the  post-mortem  changes  in  the  different  organs, 

*  '  Anuales  d'Oculistique,'  t.  69,  p.  224. 

t  '  Arch.  f.  path.  Anat.,'  t.  xxxv,  p.  413. 

X  Charcot,  '  Le9ons  sur  les  Maladies  de  la  Syst.  Nerv.,'  t.  i,  p.  76. 

§  Falle  vom  Zoster,  '  Beiliu.  klin.  Wochenschrift,'  1870. 
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is  that  by  Dr.  Wyss,*  with  a  description  of  the  ocular 
changes  by  Horner. 

The  Gasserian  ganglion  was  large,  soft,  and  much 
congested,  with  numerous  scattered  extravasations  of  blood, 
and  on  the  inner  side  of  the  ganglion  lay  a  hsemorrhage 
about  one  centimetre  broad.  The  part,  therefore,  of  the 
ganglion  which  was  most  affected  was  that  through 
which  the  first  division  of  the  fifth  nerve  passes. 

The  fifth  nerve  was  quite  healthy  up  to  its  entrance 
into  the  Gasserian  ganglion,  but  both  in  the  ganglion,  and 
also  at  its  exit,  the  first  division  was  surrounded  by  extra- 
vasation of  blood,  and  the  sheath  was  infilrated  with  pus 
cells.  Changes  are  also  recorded  in  the  minute  examination 
of  the  ophthalmic  division  of  the  fifth  nerve,  the  second 
and  third  divisions  of  the  fifth  being  healthy  and  normal. 
•  As  to  the  ocular  structures,  the  lachrymal  gland  was 
much  congested  and  had  an  abscess  in  its  centre.  Upper 
lid  :  The  palpebral  conjunctiva  was  much  infiltrated  with 
cells,  and  there  were  small  abscesses  in  the  subconjunctival 
tissue.  Cornea  was  infiltrated  with  leucocytes,  especially 
at  the  anterior  part,  where  there  was  also  partial  loss  of 
substance.  L-is  had  also  numerous  lymphatic  cells  on  its 
anterior  surface.  Choroid  showed  several  extravasations 
of  blood  and  leucocytes. 

The  long  ciliary  nerves  were  surrounded  by  lymphoid 
cells,  and  in  places  by  extravasation  of  blood. 

0.  Wyss  says  that  the  alteration  in  the  ganglion  and 
ophthalmic  nerve  showed  signs  of  acute  inflammation,  and 
was  a  true  neuritis. 

Sattler*  describes  the  autopsy  of  a  case  occurring  after 
asphyxia  by  carbonic  oxide,  and  found  well-marked  degene- 
rative changes  in  the  ophthalmic  division  of  the  fifth 
nerve  and  in  the  Gasserian  ganglion,  especially  where  the 
fibres  of  the  first  division  of  the  fifth  pass  through ;  he 
also  notes  changes  up  to  the  smallest  branches  of  the 
ophthalmic  nerve. 

*  '  Archiv  der  Heilkunde,'  1871,  p.  261. 

t  'Vierteljahreschr.  f.  Dermatol,  und  Syphilis,'  1875. 

VOL.  VI.  26 
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Kaposi*  cites  a  case  of  herpes  frontalis  in  which 
haemorrhages  in  the  Gasserian  ganglion  were  found. 

Having  enumerated  the  pathological  affections  fol- 
lowing an  attack  of  herpes  facialis  we  may  now  consider 
the  theories  advanced  to  explain  such  facts.  As  to  the 
causation  of  the  herpetic  eruption  most  writers  now,  from 
pathological  evidence,  agree  that  it  is  due  to  inflammation 
along  the  course  of  the  sensory  nerves.  In  many  cases 
the  ganglia  on  the  posterior  roots  of  the  spinal  nerves 
have  been  affected,  and  hsemorrhages  &c.,  have  been  de- 
scribed in  the  Gasserian  ganglion  in  herpes  ophthalmicus. 
Kaposi  mentions  a  post-mortem  examination  on  a  case  of 
zoster  pectoralis  in  which  no  affection  of  the  ganglia  was 
detected,  but  the  nerve-trunks  were  surrounded  by  pus 
from  caries  of  the  vertebrae. 

The  fact  of  herpes  being  limited  to  a  small  tract,  as 
that  supplied  by  the  lachrymal  nerve,  points  probably  to 
its  often  starting  peripherally,  and  in  zona  elsewhere 
there  are  cases  recorded  of  injury  to  a  limited  part  of  a 
nerve  producing  the  characteristic  eruption.  Charcot  and 
others  say  that  it  may  occur  from  disease  of  the  posterior 
columns  o£  the  cord,  as  in  locomotor  ataxia. 

The  cases  of  herpes  facialis  with  ocular  complications 
are  almost  always  those  in  which  the  ophthalmic  divi- 
sion of  the  fifth  is  affected.  Tracing  the  anatomical  dis- 
tribution of  the  ophthalmic  nerve,  we  find  that  just  beyond 
the  Gasserian  ganglion  it  divides  into  its  main  continua- 
tion the  frontal,  and  the  nasal.  This  latter  nerve  lies 
beneath  the  frontal,  which  gives  off  at  a  variable  distance 
in  front  the  lachrymal  division  (the  lachrymal  may,  how- 
ever, come  from  the  orbital  branch  of  the  superior  maxil- 
lary) .  I  have  mentioned  this  distribution  of  the  ophthalmic, 
as  in  herpes  there  seems  a  certain  rule  as  to  the  branches 
involved.  Thus  the  eruption  may  follow  the  peripheral 
disti'ibution  of  the  lachrymal  alone,  though  more  commonly 
in  combination  with  the  frontal ;  it  may  be  limited  to  the 
frontal,  or  to  the  branches  of  the   supra-orbital  or  supra- 

*  '  Wiener  med.  Wocliuiisclirift,'  1!S77. 
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trochlear,  or  again  even  to  a  single  branch  of  one  of  these 
divisions. 

I  can  find  no  case  of  the  nasal  being  the  only  nerve 
affected,  nor  of  the  nasal  and  lachrymal  being  associated 
alone  together.  Herpes  along  the  nasal  and  frontal  has 
often  been  described,  and  also  along  the  nasal,  frontal, 
and  lachrymal  at  the  same  time. 

As  to  the  prevalence  of  ocular  lesions  when  special 
nerve-tracts  are  involved,  Hutchinson's  cases  showed 
that  the  eye  never  escaped  if  the  nasal  was  the  affected 
nerve,  and  all  suoh  cases  with  one  exception  suffered 
severely.  Of  course,  from  the  fact  that  the  interior  of  the 
eye  is  supplied  by  the  nasal,  we  should  have  expected 
ocular  complications  if  this  nerve  was  affected.  It  is 
curious,  however,  that  three  consecutive  cases,  as  my  first 
three,  all  suffered  greatly  without  the  nasal  being  affected, 
and  in  direct  contrast  to  Mr.  Hutchinson's  cases,  in  which 
the  eye  escaped  if  the  nasal  was  unaffected. 

From  the  cases  I  have  seen,  I  think  the  severity  of  the 
herpetic  eruption  has  a  great  deal  to  do  with  the  chance 
of  eye-complications,  and  as  the  nasal  never  suffers  alone, 
we  may  probably  presume  that  an  attack  of  herpes  invol- 
ving the  nasal  nerve  is  a  severe  one. 

Turning  to  physiology  to  aid  us  in  understanding  the 
causation  of  the  ocular  lesions,  we  immediately  find  our- 
selves on  the  vexed  question  of  trophic  nerves.  It  is  not, 
however,  my  wish  to  enter  on  this  discussion,  and  I  would 
rather  see  if  several  or  any  of  the  complications  can  be 
explained  otherwise. 

The  theories  usually  advanced  are: — (1)  That  the 
changes  are  all  due  to  inflammation  of  the  nerves  of  the 
parts  affected,  and  (2)  that  they  are  occasioned  by  vaso- 
motor changes. 

The  most  usual  eye  symptoms  are  increased  lachryma- 
tion,  conjunctivitis,  and  swelling  of  the  eyelids,  especially 
the  upper;  these  are  also  the  earliest  ocular  signs,  and 
may  certainly  be  explained  by  increased  blood  supply. 

The  next  most  frequent  complications  are  keratitis  and 
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iritis.  The  cornea  generally  first  becomes  cloudy,  and  tlien 
may  ensue  destruction  of  the  anterior  part  or  interstitial 
changes ;  as  in  other  avascular  structures  as  cartilage 
and  fibrous  tissue,  the  condition  of  increased  vascularity  may 
here  give  rise  to  destruction  of  the  original  tissue.  The 
condition  of  the  iris  in  these  cases  is  generally  a  kind  of 
paresis,  in  which  the  pupil  acts  badly  to  the  reflexes  and 
atropine,  and  is  usually  contracted  ;  this  may  be  produced 
artificially  by  greatly  increased  blood  supply. 

Serous  iritis  is  the  most  common  form,  but  Mr. 
Hutchinson  has  described  severe  plastic.  There  may 
also  be  the  combination  of  kerato-iritis,  as  in  two  of  my 
cases,  with  keratitis  punctata.  Max  Knies,*  in  his  careful 
monograph  on  '  Iritis  Serosa,^  mentions  the  vascularity  of 
the  cornea  in  its  interstitial  parts,  and  also  the  increased 
size  of  the  vessels  of  the  iris. 

Papillitis  has  been  noted  several  times,  and  may  be 
due  to  the  reflex  dilatation  of  the  arteria  centralis  retinas. 

Many  of  these  symptoms  have  also  been  seen  after  irri- 
tation or  injury  to  the  fifth  nerve,  and  some  may  be  found 
in  Mr.  Hutchinson's  valuable  papersf  on  the  subject. 

The  rare  complications  reported  during  attacks  of 
herpes,  as  ptosis,  paralysis  of  the  third  and  sixth  nerves, 
are  very  difiicult  to  explain  by  any  hypothesis  except 
inflammation  of  the  nerves  implicated.  It  must,  however, 
be  borne  in  mind  that  as  herpes  ophthalmicus  and  erysi- 
pelas were  confounded  till  Sir  W.  Bowman  and  Mr. 
Hutchinson  separated  them,  so  may  an  attack  of  herpes 
be  followed  or  accompanied  by  orbital  cellulitis,  which 
may  affect  the  oculo-motor  nerves. 

Dr.  Broadbent  traced  an  attack  of  erysipelas  in  a  ward 
to  a  case  of  herpes  fi'ontalis  exhibiting  great  erysipelatous 
swelling. 

From  the  consideration  of  the  ocular  complications  in 
herpes  accompanying  the  fifth  nerve  I  should  say  that 
most  of  them  can  be  explained  by  the  vascular  dilatation 

*  'Archives  of  Ophthalmology,'  vol.  ix,  p.  125. 

t  '  Royal  London  Ophth.  Hosp.  Reports,'  vol.  iv,  p.  381 ;  vol.  v,  p.  33. 
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followirig  irritation  of  a  sensory  nerve.  This  vaso-motor 
change  is  probably  only  an  exciting  cause,  as  in  all  cases 
of  herpes  ophthalmicus,  as  far  as  I  know,  there  is  a  pre- 
disposing cause  in  the  condition  and  state  of  health  of  the 
patient.  A  great  support  is  given  this  theory  by  the  fact 
that  the  ocular  complications  only  occur  some  time  after 
the  first  appearance  of  the  herpetic  eruption. 

{April  8th,  1886.) 
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XIII.    INJURIES  AND  OPERATIONS. 

1.    Granular    lids   and   rough  vascular  cornesb   treated    hy 
peritomy  ;   results  only  'partially  successful. 

By  W.  Spencee  Watson. 

Louisa  B — ,  set.  22.  General  health  good  and  in 
tolerably  good  circumstances.     No  unhealthy  surroundings. 

Both  eyes  affected  since  September,  1884.  In  April, 
1885,  she  was  first  seen  by  Mr.  Watson.  Both  upper 
eyelids  were  very  rough  and  vascular,  and  the  cornea  also  ; 
the  lower  lids  were  affected  in  a  slighter  degree.  After 
treatment  by  application  of  lapis  divinus  and  atropine 
without  any  appreciable  improvement  the  right  eye  was 
peritomised  on  May  2nd.  The  lapse  of  four  months 
shows  only  slight  improvement  in  the  cornea,  and  scarcely 
any  in  the  palpebral  membrane. 

Peritomy  was  performed  on  the  left  eye  on  July  3rd, 
the  excised  portion  of  conjunctiva  being  much  larger  and 
broader. 

The  cornea  and  vision  have  improved  in  this  eye,  but 
the  palpebral  membrane  is  almost  in  as  bad  a  state  as 
before  the  operation. 

{Card  specimen.      October  \bth,  1885). 

Mr.  AnUerson  Critchett  remarked  that  Mr.  Spencer 
Watson  had,  doubtless  quite  unintentionally,  exaggerated 
the  opinion  of  his  father,  the  late  Mr.  G.  Critchett,  which 
was  that  in  many  cases  peritomy  sufficed  without  other 
treatment,  but  that  in  some  instances  it  was  necessary  to 
treat  the  granulations  after  peritomy.  Mr.  Anderson 
Critchett   had,    since    his    father's    death,    performed   the 
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operation  on  many  occasions  at  St.  Mary's  Hospital,  and 
he  had  become  convinced  that  its  success  depended  in  a 
great  measure  on  the  patient's  power  of  constitutional 
repair.  Strumous  subjects  were  frequently  unable  to 
form  the  tight  cicatrix  which  was  so  essential  to  the 
success  of  the  operation.  Many  cases  where  peritomy 
would  probably  have  been  tried  might  now  be  treated  by 
jequirity. 


2.   Foreign  bodies  in  the  bach  of  the  eye  {^•etina  and  vitreous) 
with  preservation  of  sight. 

By  Simeon  Snell. 

Instances  of  foreign  bodies  located  in  various  parts  of 
the  eyeball  with  retention  of  sight  have  occasionally  been 
reported.  I  have  recorded*  myself  a  case  in  which  a 
fragment  of  boue  had  been  embedded  in  the  iris  of  a  lad 
for  ten  years  ;  the  eye  was  quiet  and  sight  was  perfect, 
and  had  every  appearance  of  remaining  equally  good. 
Another  case  also,  of  a  piece  of  steel  lying  in  the  lens  of 
a  man,  £et.  40,  for  fifteen  years.  This  case  is  one  of  par- 
ticular interest.  The  foreign  body  having  passed  through 
the  anterior  capsule — a  faint  linear  mark  being  noticeable 
— lay  in  the  lens  at  the  upper  and  inner  part.  It  was 
about  the  size  of  a  large  pin's  head  ;  it  had  a  slight  white 
coating  and  metallic  lustre.  V.  =  |-^,  and  the  patient 
asserted  that  vision  was  as  good  at  this  time  as  it  has  been 
since  the  accident.  The  case  is  interesting  as  demon- 
strating the  possibility  of  the  continuity  of  the  lens  capsule 
being  severed,  and  yet  after  the  lapse  of  fifteen  years  the 
lens  remained  transparent,  the  foreign  body  having  become 
encapsuled. 

Two  years  have  elapsed  since  the  observation  was  made. 

*  •  Ophthalmic  Review,'  1884,  pp.  75,  76. 
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and  if  any  alteration  had  occurred  I  am  confident  that  the 
man  wo  aid  have  reported  himself.  It  is  probable  that  the 
fine  opening  in  the  capsule  closed  immediately  after  the 
passage  of  the  steel  splinter. 

Retina. 

It  is  not,  however,  with  foreign  bodies  in  the  front  of 
the  eye  that  it  is  the  purpose  of  this  paper  to  treat,  but 
particularly  of  those  located  in  the  back  part.  Three* 
instances  of  pieces  of  steel  embedded  in  the  retina  with 
preservation  of  sight  have  come  under  my  observation. 
Two  of  these  I  purpose  relating  in  this  paper,  and  one  I 
have  previously  recorded. f  In  this  instance  the  foreign 
body  lay  to  the  lower  and  outer  side  of  and  close  to  the 
'  disc  ;  a  drawing  accompanies  the  description  in  the  '  Royal 
London  Ophthalmic  Hospital  Reports.'  The  fragment 
had  entered  through  the  sclerotic  by  a  very  tiny  wound, 
a  short  distance  external  to  its  corneal  junction.  Up  to 
the  time  of  preparing  this  case  for  publication — five 
months  after  the  accident — vision  remained  perfect,  and  I 
can  add  that  he  was  seen  occasionally  for  some  time  after- 
wards and  the  condition  remained  the  same.  He  then 
ceased  to  attend,  and  has  not  been  traced. 

2.  Phineas  P — ,  aet.  42,  a  blacksmith,  whilst  working 
at  the  anvil  on  October  7th,  1880,  was  hit  in  the  left  eye 
by  a  piece  of  steel  from  the  head  of  the  tool  he  was 
striking.  The  next  day  he  continued  work  with  the  eye 
covered,  and  later  he  experienced  some  pain,  and  attended 
among  the  casualties  at  the  Sheffield  General  Infirmary. 
On  October  13th  I  saw  him  for  the  first  time.  A  small 
linear  wound  was  then  noticed  in  the  cornea  at  its  upper 
and  inner  part,  and  opposite  to  the  margin  of  the  pupil. 
A  corresponding  wound  was  also  observed  in  the  anterior 
lens  capsule,  as  well  as  one  in  the  posterior  capsule.      The 

*  Two  other  cases  since  this  was  written,  and  referred  to  later  on. 
t  '  Royal  Lond.  Hosp.  Rep.,'  vol.  ix,  p.  370. 
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lens  was  only  a  trifle  opaque  just  around  the  openings  in 
the  capsule,  and  allowed  a  fairly  good  view  of  the  fundus 
with  the  ophthalmoscope,  and  when  examined  a  dark 
glistening  body  was  seen,  sui-rounded  with  exudation.  It 
was  situated  below  at  some  distance  to  the  outer  side  of 
the  optic  disc.  The  vitreous  was  clear.  He  was  able  to 
read  J.  4.;  the  pupil  acted  well  to  atropine,  and  with  the 
use  of  this  drug  the  little  irritation  that  existed  speedily 
passed  away.  On  the  26th  he  could  read  J.  2,  and  on 
November  9th  J.  1.  The  field  of  vision,  taken  with  a 
perimeter,  displayed  a  distinct  gap  in  the  field,  corre- 
sponding to  the  situation  of  the  piece  of  steel  in  the 
retina. 

He  attended  occasionally  for  some  time.  The  lens 
gradually  became  opaque. 

October  6th,  1883. — He  has  not  attended  for  a  consider- 
able time.  The  cataract  has  in  the  meantime  undergone 
complete  absorption ;  it  commenced  disappearing  nine 
months  ago ;  he  could  first  see  with  the  eye  again  three 
months  ago.      V.  with  the  aid  of  +  |-  =  ■^^. 

He  has  been  seen  since,  and  vision  has  still  further 
improved. 

3.  W.  A — ,  set.  26,  an  engineer,  attended  at  the 
Infirmary  on  August  10th,  1883.  About  three  months 
previously  (May)  he  was  "  turning,^'  when  a  steel  chip 
from  the  tool  flew  off  and  struck  his  left  eye ;  some  clear 
liquid  (vitreous  ?)  escaped  ;  since  then  he  has  appeared  to 
see  a  "  spider's  web  "  in  front  of  eye. 

Examination  disclosed  a  small  scar  in  the  sclerotic,  on 
the  inner  side  (in  the  palpebral  fissure)  and  a  short 
distance  behind  the  sclero-corneal  junction.  It  was  about 
a  line  in  length.  The  pupil  acted  well  to  atropine,  light, 
and  accommodation.  The  media  were  clear.  In  the 
fundus,  upwards  and  inwards,  and  at  a  good  distance  from 
the  optic  disc  (inverted  image),  a  black  glistening  body 
was  observed.  It  was  surrounded  with  whitish  effusion 
and   appeared  nearly  as  large  as   the  papilla.      Above  it 
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were  signs  of  retinal  disturbance  to  some  extent,  and 
also  fine  streaks  of  atrophy.  V.  =  |-§  or  with  +  1  D.=  ^. 
The  field  of  vision,  taken  on  August  11th,  1883,  shows 
the  field  to  be  wanting  over  an  area  corresponding  to  the 
situation  of  the  foreign  body. 


It  was  decided  to  make  no  attempt  at  the  removal  of 
the  foreign  body.  The  electro-magnet  held  outside  the 
globe  was  not  observed  to  exert  any  visible  influence  on 
the  fragment.      He  attended  from  time  to  time. 

On  November  27th  a  note  says  :  "  The  chip  is  no  longer 
seen  in  the  fundus."  The  whitish  effusion  apparently 
covered  the  place  where  the   fragment  was  before  visible. 
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but  no  metallic  glistening  was  now  noticeable.  No 
particle  was  discovered  in  the  vitreous,  and  it  appeared  likely 
tbat  the  piece  of  steel  had  become  coated  with  this 
whitish  exudation.  Vision  was  still  unaffected.  He  was 
warned  to  attend,  if  vision  became  worse  or  if  the  condi- 
tion of  the  eye  in  any  way  altered. 

1884.  February  22nd. — He  has  not  attended  until  to- 
day. He  is  now  suffering  severe  pain  ;  the  ocular  surface 
is  reddened  and  there  is  a  good  deal  of  iritis.  The  pupil 
in  one  hour  had  acted  but  little  to  homatropine  ;  still  an 
imperfect  view  of  the  fundus  was  obtained,  and  apparently 
the  appearances  differed  little  from  those  of  November  27th. 
V.  =  y^.  Liquor  Atropise  Sulph.  (B.  P.)  was  prescribed. 
24th. — V.=  j^  ;  the  pupil  has  dilated  fairly  well,  but 
there  is  more  pain ;  the  iris  is  more  discoloured  and  the 
vitreous  is  more  cloudy.  No  foreign  body  was  distinctly 
seen  moving  about  in  the  vitreous,  but  on  bending  low 
the  head  and  quickly  raising  it  a  dark  shadow  is  indis- 
tinctly seen  in  the  lower  and  outer  part  of  the  eye. 
Atropine  continued. 

25th. — Pain  increased  ;  iritis  more  intense ;  vitreous 
more  cloudy.  ^•=  Sob- 
It  was  pointed  out  to  the  patient  that  it  appeared 
possible  that  the  piece  of  steel  had  fallen  into  the  vitreous, 
and  was  in  consequence  the  exciting  cause  of  the  inflam- 
mation. Matters  were  rapidly  going  from  bad  to  worse, 
and  the  electro-magnet  provided  us  with  the  means  of 
possibly  removing  the  fragment  of  steel.  He  consented 
to  an  operation,  and  it  was  performed  in  the  following- 
manner.* 

The  conjunctiva  was  separated  for  a  little  distance  in 
front  of  and  up  to  the  part  selected  for  puncturing  the 
sclerotic.  After  bleeding  had  stopped,  the  sclerotic  was 
incised  with  a  Grraefe's  knife  towards  the  equator,  between 
the    inferior     and    external    recti,    the    direction     being 

*  This  case  is  reported  in  brief  among  "  Additional  cases  of  the  Employ- 
ment of  the  Electro- magnet  in  Ophthalmic  Surgery/'  '  Brit.  Med.  Journ.,' 
vol.  i,  1885. 
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meridianal,  and  this  first  incision  was  joined  by  a  second 
short  cross-cut  at  its  middle.  Through  this  opening  the 
point  of  the  electro-magnet  was  inserted  and  withdrawn  ; 
the  straight  extremity  was  changed  for  a  curved  one,  and 
again  the  electro-magnet  was  passed  in ;  still  no  result. 
Next,  arming  the  magnet  with  a  larger  extremity,  and 
putting  it  to  the  wound,  something  almost  indistinguish- 
able from  the  tissues  was  seen  to  move.  This  was  soon 
perceived  to  be  the  piece  of  steel  which  had  remained 
caught  at  the  wound ;  it  may  have  been  since  the  first,  or 
at  least  second,  introduction  of  the  magnet.  It  was  gradu- 
ally dragged  out,  and  a  delicate  membrane  entangling  it 
was  severed.  The  scleral  wound  was  closed  by  uniting 
the  conjunctiva  over  it  by  two  sutures. 

On  examining  the  fragment,  one  surface  was  found  to 
be  coated  and  of  a  yellowish-white  colour,  and  the  other 
was  dark  and  unaffected.      It  weighed  4  mgr. 

The  atropine  was  continued  and  the  iritis  slowly 
subsided.  The  lens,  injured  at  the  periphery,  it  is  possible, 
at  the  time  of  the  accident,  and  disorganisation  hastened 
by  ocular  inflammation,  gradually  became  opaque. 

On  October  27th  iridectomy  upwards  was  performed 
as  a  preliminary  to  cataract  extraction.  The  latter 
operation  has  not  yet  been  done,  but  on  examining  him 
on  October  5th,  1885,  1.  p.  is  found  to  be  good  and  so  is 
tension,  and  an  operation  appears  likely  to  be  successful 
in  restoring  sight. 

Keviewing  the  three  cases  of  foreign  bodies  embedded 
in  the  fundus  oculi  which  have  come  under  my  notice,  it 
will  be  observed  that  in  one  instance  the  fragment  passed 
through  the  cornea  and  lens,  and  in  the  other  two  the 
splinters  penetrated  the  sclerotic  not  far  distant  from 
the  sclero-corneal  junction,  the  position  in  these  two 
being  very  similar.  In  the  third  case  it  is  possible  the 
lens  became  slightly  injured  at  its  periphery  at  the  time 
of  the  accident.  Two  of  the  cases  were  accidents  to  the 
left  eye  and  one  to  the  right. 
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The  first  case,  as  far  as  is  known,  remained  well.  In 
the  second  the  lens  became  cataractous,  and  which  subse- 
quently underwent  absorption ;  as  far  as  the  foreign  body 
is  concerned,  the  eye  has  remained  quiescent  up  to  the 
present  date  (five  years).  The  third  case  presents  several 
points  of  interest  requiring  more  detailed  consideration. 
In  each  the  metallic  lustre  was  visible,  and  also  each 
fragment  was  surrounded  by  exudation  of  a  whitish  colour. 
In  the  fourth  case  the  field  of  vision  was  not  mapped  out 
with  a  perimeter ;  had  it  been  done  a  gap  corresponding 
to  the  position  of  the  foreign  body  would,  have  been 
observed,  as  in  the  two  later  cases. 

Returning  to  the  consideration  of  the  case  of  W.  A — 
(third),  it  may  be  mentioned  that  the  question  arose  at 
the  time  of  the  outbreak  of  the  inflammatoiy  attack  as  to 
when  the  fragment  became  detached,  or  if  indeed  it  had 
fallen  from  its  fixed  position  at  all.  Supposing  the  piece 
of  steel  to  have  become  detached,  it  in  all  likelihood 
occurred  recently.  It  appears  more  reasonable  to  assume 
that  on  November  27th  the  fragment  was  still  in  its  place, 
though  covered  by  exudation,  than  to  suppose  that  it  had 
dropped  off,  and  that  it  was  only  the  portion  of  retina 
formerly  covered  by  the  foreign  body  and  now  occupied 
by  connective-tissue  development  that  was  visible  with 
the  ophthalmoscope  on  that  date.  This  supposition  is 
supported  by  the  appearance  of  the  fragment,  viz.  its  being 
coated  on  one  side  and  being  unaffected  on  the  other, 
which  could  hardly  have  been  the  case  if  it  had  lain  in 
the  vitreous  for  any  length  of  time. 

At  the  time  of  operating  I  was  of  opinion  that  the 
fragment  had  become  detached,  and  that  it  was  lying  in 
the  vitreous,  and  this  induced  me  to  hope  for  the  removal 
of  the  piece  of  steel  with  the  electro-magnet.  There  is, 
however,  a  good  deal  to  be  said  for  the  view  that  it  had 
not  left  its  fixture  in  the  retina,  to  which,  with  the  light 
of  subsequent  events,  I  am  inclined  to  lean. 

When  he  first  came  under  observation  in  February, 
1884,   with   the   inflammatory   outbreak    commencing,   an 
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imperfect  examination  of  the  fundus  was  only  possible 
with  the  ophthalmoscope,  but  as  far  as  could  be  made  out 
the  appearances  resembled  those  observed  in  the  preceding 
November.  Nor  was  any  foreign  body  detected  in  the 
vitreous,  the  dark  shadow  noticed  was  probably  only  a 
turbidity  of  the  vitreous  commencing  in  the  neighbourhood 
of  the  foreign  body,  and  spreading,  as  it  afterwards  did, 
more  through  that  medium.  On  the  other  hand,  the 
incision  of  the  sclerotic  was  made  in  a  position  near  to  that 
of  the  foreign  body  when  observed  in  the  retina,  and  thus 
it  was  readily  brought  within  the  field  of  the  magnet. 
The  appearance  of  the  uncoated  surface  of  the  piece  of 
steel  was  that  of  very  recent  detachment,  and  the  frag- 
ment was,  moreover,  entangled  at  the  sclerotic  wound  by 
a  delicate  membrane  which  had  to  be  severed.  These 
certainly  are  considerations  that  point  to  the  foreign  body 
as  not  having  left  its  original  site  in  the  retina,  but  to 
having  been  removed  therefrom  by  the  electro-magnet. 

Passing  next  to  the  treatment  of  such  cases  generally, 
the  line  of  action  to  be  pursued  would  appear  to  be  merely 
expectant.  In  a  recent  accident  the  patient  should  be 
kept  quiet,  and  there  is  considerable  force  in  Knapp's 
suggestion  as  to  the  advisability  of  lying  flat  in  bed,  as  it 
would  give  time  for  the  fixing  of  the  foreign  body  more 
firmly  by  exudation.  There  may  be  cases  in  which  it 
would  be  considered  proper  to  attempt  extraction  with 
the  electro-magnet.  There  must,  however,  be  difficulties, 
to  say  nothing  of  dangers,  in  its  application  in  many  cases. 
No  one  can,  perhaps,  have  a  higher  appreciation  of  the 
services  the  electro-magnet  renders  to  ocular  surgery  than 
myself,  and  it  may  be  mentioned  that  I  have  removed 
forty-two  splinters  of  steel  or  iron  with  it  from  various 
parts  of  the  eye.  Experience  teaches,  however,  what  a 
hindrance  to  extraction  by  this  means  is  the  fixation  or 
embedding  of  any  fragment.  If  the  particle  be  situated 
in  a  position  easily  accessible,  the  electro-magnet,  may,  I 
believe,  be  used   with  a  good  probability  of  success  ;   but 
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when  near  the  macula  or  optic  disc,  and  where  it  is  not 
very  possible  to  follow  with  the  eye  the  point  of  the 
magnet  to  the  exact  spot,  and  to  avoid  disturbance  of  the 
tissues,  I  should  in  most  cases  be  inclined  to  discountenance 
its  employment,  provided  the  eye  remained  fairly  quiet, 
and  did  not  compel  interference.  These  considerations,  in 
addition  to  the  well-established  fact  as  to  the  tolerance  in 
many  instances  of  the  eye  to  these  particles,  have  weighed 
with  me  when  my  prejudices  in  favour  of  the  electro- 
magnet would  have  inclined  me  to  its  use.  It  must, 
however,  be  borne  in  mind  that  splinters  have  been 
successfully  removed  from  the  retina  with  a  magnet. 

Galezowski*  extracted  through  a  scleral  wound  an  iron 
splinter  which  had  penetrated  the  cornea,  lens,  and  vitreous, 
and  after  it  had  been  embedded  in  the  retina  for  six 
months.  Laterthe  lens  became  cataractous,  was  extracted, 
and  the  patient  read  the  smallest  type,  and  with    +   7  D. 

^  •—  50- 

In  the  numberalso  of  Knapp's  '  Archives'f  just  published 
Dr.  George  T.  Stevens  reports  a  case  in  which  he  success- 
fully removed,  the  day  after  the  accident,  a  splinter  of 
steel  from  the  retina  with  the  electro- magnet.  The 
particle  had  disturbed  the  lens,  though  passing  through 
the  sclerotic,  and  cataract  followed.  The  fragment  of 
steel  was  5  mm.  in  length  ;  a  good  deal  larger  than  most, 
I  believe,  which  have  been  reported  as  embedded  in  the 
background  of  the  eye. 

Knapp,  in  his  '  Archives  '  for  1882  (p.  222),  collected 
thirteen  cases,  in  which  foreign  bodies  had  been  tolerated 
in  the  background  of  the  eye ;  among  this  number  he 
included  my  first  case.  With  two  exceptions,  the  frag- 
ments were  in  these  instances  steel  or  iron  ;  the  exceptions 
were  a  piece  of  stone  and  of  guncap. 

A  very  interesting  case  by  Rava,  in  addition  to  the 
above,  is  abstracted  in  the  same  volume  of  '  Archives '  (p. 
143)  in  the  following  terms:  "A  shot  encysted  in  the  retina 

*  'Rec.  d'Opht.,'  1881. 

t  '  Ai  chives  of  Ophthalmology,'  vol.  xiv,  p.  196. 
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and  choroid,  \asible  with  the  ophthalmoscope.  It  entered 
C  mm.,  from  the  outer  edge  of  cornea.  The  irritation 
soon  disappeared,  leaving  Y.=^.  Though  observed  for 
one  and  a  half  years  no  further  changes  noticed. '^ 

Mr.  James  Adams,  in  the  third  volume  of  the  '  Transac- 
tions '  of  this  Society,  has  recorded  an  interesting  example 
of  a  piece  of  steel  embedded  near  the  macula. 

Since  this  paper  was  written  two  other  cases  have  come 
under  observation. 

a.  A  man,  set.  30,  j&rst  seen  three  weeks  after  accident ; 
piece  of  steel  lying  rather  on  than  in  the  retina  and  over 
an  artery  ;  its  position  being  above  and  to  outer  side  of 
optic  disc ;  it  was  black  and  not  very  lustrous  looking. 
After  careful  search  no  mark  of  wound  of  entrance  in 
cornea  or  sclera  was  detected  ;  the  media  were  clear.  V. 
=  1^^,  and  he  read  J.  16.  Four  weeks  later  Y.  =  i^q,  and 
improving.      Disappeared  and  no  perimetric  chart  made. 

b.  A  youth.  Fragment  entered  through  periphery  of 
cornea  and  skirting  lens,  which  was  a  trifle  opaque  along 
its  track.  A  quantity  of  hfemorrhage  in  vitreous,  and  in 
this  it  was  thought  the  particle  was  seen,  and  electro- 
magnet was  introduced  once  up  to  this  place  through  a 
scleral  wound  and  failed  to  extract  it.  The  eye  has  since 
cleared  up.  V.  =  fingers,  and  is  improving  (boy  under 
observation  now),  and  the  fragment  is  seen  sticking  in  the 
retina  some  distance  below  optic  disc. 


YiTREOUS. 

Mr.  B — 's  son,  set.  15,  was  brought  to  me  on  February 
23rd,  1885,  on  account  of  imperfect  sight  of  the  left  eye. 
Whilst  at  dinner  on  the  preceding  day,  his  mother 
noticed  the  pupil  of  left  eye  looking  large,  and  when  our 
patient  closed  the  right  he  found  he  could  not  read  with 
the  left  eye.  He  was  unaware  of  anything  being  wrong 
with  the  eye  previously  to  this.      A  short  time  before  (two 
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or  three  weeks)  the  preceding  Christmas  (1884)  he  suffered 
from  sore-throaty  and  was  confined  to  bed  for  three  days, 
and  to  the  house  for  a  week  ;  after  this,  when  he  used 
to  run  he  felt  very  weak  at  the  knees.  Several  members 
of  the  family  suffered  at  the  same  time  from  sore-throat. 
On  November  5th  he  was  hit  in  the  left  eye  by  a  splinter 
of  steel,  and  informed  me  that  "  he  had  had  it  re- 
moved.'^ 

On  examination  the  pupil  was  found  widely  dilated  ; 
accommodation  was  paralysed  ;  he  read  J.  16  at  ten  inches, 
or  with  -h  5  D.  read  J.  1.  V.  =  |§,  or  with  Cyl.  -f-  1  D. 
(axis  approximately  horizontal),  V.  =  f§.  There  were  no 
ophthalmoscopic  signs.  He  was  treated  with  eserine, 
but  when  it  was  discontinued  no  beneficial  result  was 
observed. 

A  few  weeks  after  his  first  coming  to  me,  on  examining 
the  eye  with  the  ophthalmoscope,  a  minute  body  was 
detected  floating  in  the  vitreous ;  its  excursions  were 
apparently  limited  to  the  lower  and  outer  part.  A  small 
scar  in  the  cornea  above  its  centre  (junction  of  upper  with 
lower  two  thirds),  and  which  was  observed  when  fii-st  he 
came  to  me,  and  was  presumed  to  have  resulted  from  the 
chipping  of  steel  which  the  boy  asserted  had  been 
removed,  corresponded  with  one  in  the  anterior  lens 
capsule,  as  well  as  one  in  the  posterior  capsule.  The 
whiteness  of  these  scars  rendered  them  now  quite  evident, 
whilst  at  first  they  had  not  been  so ;  the  lens  was  other- 
wise quite  transparent.  The  foreign  body,  for  such  it 
was  judged  to  be,  was  greyish  looking  and  was  apparently 
somewhat  coated. 

Vision  remained  equally  good,  and  has  done  so  up  to 
the  date  of  writing  (October  1885).  Accommodation 
remains  paralysed  in  spite  of  eserine,  galvanism.  Potass 
lod.,  and  strychnia. 

The  case  presents  points  for  remark  : 

First,  as  to  the  cycloplegia.  The  history  given  led  me 
in  the  outset  to  regard  the  case  as  one  of  diphtheritic 
ciliary  paralysis,    especially    as   I  had   just  at  that    time 

VOL.  VI.  27 
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treated  two  or  three  others  in  the  town  from  that  cause. 
My  medical  friend,  who  attended  the  family  and  this  youth 
at  the  time  they  were  suffering  from  sore-throats,  was  by 
no  means  willing  to  allow  that  their  complaint  was  of  the 
nature  of  diphtheria.  There  were  also  no  indications  in 
our  patient  of  diphtheritic  palsies  elsewhere,  the  knees 
were  the  only  parts  complained  of  as  having  been  weak. 
It  is,  on  the  other  hand,  difScult  to  assign  the  cause  to 
the  injury.  There  was  no  involvement  of  iris  at  the 
corneal  or  central  wounds,  nor  evidence  of  its  having  been 
injured,  and  the  impetus  of  the  splinter  could  not  have 
been  great. 

As  to  the  foreign  body,  it  certainly  was  not  freely 
movable  when  first  he  came  under  observation,  for 
frequently  seen  as  he  was,  it  must,  I  believe,  have  been 
noticed. 

Looking  at  the  case  of  W.  A —  (third  case),  and 
bearing  in  mind  experience  with  other  cases,  I  believe  the 
removal  of  the  foreign  body  is  feasible  with  the  electro- 
magnet. The  eye  is,  however,  so  very  quiet,  and  vision 
so  excellent,  that  up  to  the  present  I  have  been  content  to 
merely  "  observe  ^'  the  case  and  with  giving  directions 
for  speedy  attendance  should  any  change  occur. 

[November  12th,  1885.) 

The  patient  reappeared  in  May  this  year  (1886)  with 
complete  cataract ;  iris  artery  well,  and  mydriasis  had 
disappeared.  Cataract  has  been  extracted  and  now  +  12 
D.  =  -j^Q%,  and  also  J.  4  with  +  glass.  The  particle  of  steel 
is  still  visible,  but  up  to  the  time  of  writing  no  attempt 
has  been  made  to  remove  it,  nor  is  there  likely  to  be 
whilst  the  eye  remains  as  quiet  as  it  is  at  present. 
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3.  Case  in  which  a  chip  of  iron  was  removed  from  the 
vitreous  hy  means  of  a  magnet  introduced  through  a 
counter- opening  in  the  sclerotic ;  retina  detached.  Eye 
eventually  lost  and  excised. 

By  E.  Nettleship. 

James  M — ,  aet.  23,  received  a  wound  in  the  right  eye 
by  a  chip  of  steel  on  October  13tli  last  and  came  to  the 
Moorfields  Hospital  on  17th.  There  was  a  very  small 
linear  wound  in  the  sclerotic  in  the  ciliary  region  at  the 
inner  side ;  eye  quiet ;  T.n.  ;  a  large  defect  in  upper  and 
inner  part  of  F. ;  V.  3-4,  not  improved  by  glasses  ;  very 
little  direct  reflex  action  of  p.;  media  clear;  a  long,  pointed, 
brightly  reflecting  but  dark  coloured  body  seen  by  the 
ophthalmoscope  about  at  the  centre  of  the  vitreous,  evi- 
dently a  chip  of  metal ;  in  the  vitreous  and  also  on  or  in 
the  retina  at  the  y.  s.  some  peculiar-looking  brightly-re- 
flecting patches,  the  nature  of  which  could  not  be  stated, 
but  they  were  not  like  air  bubbles  (they  were  not  seen  again 
after  the  operation  mentioned  below)  ;  some  haemorrhages 
in  or  behind  the  retina  at  y.  s.  and  some  pepper-and-salt 
epithelial  changes  at  same  part ;  no  detachment  of  retina 
was  seen.  He  declined  to  come  in  on  that  day,  but  on  the 
20th  he  came  in,  and  on  the  21st  (the  ophthalmoscopical 
appearances  being  the  same,  and  the  eye  remaining  quiet) 
the  chip  of  iron  was  withdrawn  from  the  vitreous  by  means 
of  Snell's  electro-magnet  held  in  one  hand  and  passed 
through  a  large  puncture  made  in  the  antero-posterior 
direction  behind  the  ciliary  region  between  the  inferior 
and  external  recti  ;  magnet  only  introduced  once.  No 
vitreous  was  lost  nor  was  it  even  seen.  The  ophthalmo- 
scope was  held  in  the  other  hand  and  used  during  the 
introduction  of  the  magnet,  and  it  seemed  to  be  of  service 
by  helping  to  guide  the  direction  of  the  magnet ;  the  chip 
was  seen  after  the  magnet  had  passed  into  the  wound,  but 
the  magnet  itself  was  not  distinctly  seen  in  the  vitreous. 
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Cocain  had  been  injected  under  tlie  conjunctiva  and  no 
pain  was  felt. 

Not  tlie  sliglitest  reaction  occurred  and  tlie  operation 
wound  gradually  healed,  though  T.  remained  below  par 
for  about  ten  day. 

October  31st.— Y.  f^. 

November  11th. — Vitreous  clear  except  one  small  dot. 
Large  shallow  detachment  of  retina  in  the  lower  half ; 
seat  of  operation  wound  shown  by  a  long  antero-posterior 
line,  like  a  groove  with  swollen  grey  borders.  Close  to 
J.  s.  Mr,  Gunn  points  out  a  patch  where  the  choroidal 
red  is  particularly  bright,  as  if  the  retina  were  absent 
there,  and  suggests  that  this  may  mark  a  retinal  puncture 
at  the  seat  of  impact  of  the  chip,  which  on  this  hypothesis, 
must  have  rebounded  considerably  into  the  vitreous. 
Epithelial  changes  all  over  y.  s.  region.      V.  3^. 

December  9th. — Detachment  of  retina  much  deeper 
and  more  extensive  ;  in  some  parts  the  detachment 
shows  numerous  small,  deep  folds,  looking  exactly  like 
cerebral  convolutions ;  these  evidently  affect  only  the 
deeper  layers,  for  the  vessels  do  not,  as  a  rule,  dip  into 
them  ;  they  indicate  oedema  with  foldings  of  the  posterior 
surface,  and  perhaps  contraction  of  the  anterior  limiting 
membrane. 

{Card  specimen.      December  10th,  1885.) 

P.S.  (October,  1886). — At  a  later  date  the  eye  became 
irritable  and  injected,  and  was  excised. — E.  N. 
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4.  Detached  retina  treated  bij  scleral  inmcture. 

By  W.  A.  Brailey,  M.D. 

Wm.  B — ,  set.  40.      The  retinal  detacliment  of  the  right 
eye  was  shown  at  the  Society's  last  meeting.     The  field 


Chaet  I.— Wm.  B— .     Right   eye,   November  30th,   1885.     Field    slightly 
enlarged  after  iridectomy. 

had  then  been  slightly  improved  after  an  iridectomy. 
Since  then  a  puncture  has  been  made,  two  weeks  ago, 
through  the  sclerotic  and  choroid  on  the  outer  side. 
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No  material  improvement  of  field  or  general  visual 
acuteness  resulted^  but  the  peculiar-looking  dark  mass 
which  projected  downwards  from  in  front  of  the  upper  and 
outer  equator  into  the  vitreous  cavity,  and  exactly  simulated 
a  subretinal  sarcoma  springing  from  the  choroid,  has 
disappeared.  The  transparent  detachment  of  the  outer 
half  of  the  retina  is  still  present. 


Chaet  II. — Win.  B — .     Right  eye,  December  2nd,  1885.     Field  somewhat 
improved  after  scleral  puncture. 

The  patient  has  been  kept  till  to-day  in  the  recumbent 
position.      Now  V.  =  fingers  at  12'. 

{Card  sjaecimen.     December  10th,  1885.) 
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5.  The  operation  of  central  hlepharoraphy. 
By  Argyll  Egbertson,  M.D. 

Of  tlie  more  serious  operations  that  devolve  upon  the 
ophthalmic  surgeon  that  of  enucleation  is  one  of  the  most 
common^  and  as  a  rule  after  the  lapse  of  a  few  weeks  from 
the  date  of  operation  the  patient  is  fitted  with  an  artificial 
eye,  which,  if  it  be  well  matched,  to  a  very  great  extent 
removes  all  deformity,  and  the  patient  and  the  surgeon  are 
alike  well  pleased  with  the  result  of  the  operation. 

Unfortunately,  however,  the  majority  of  the  patients  on 
whom  this  operation  is  performed  belong  to  the  poorer 
classes,  who  have  difficulty  in  affording  the  expense  of  an 
artificial  eye,  or  who,  if  they  are  able  to  afford  the  initial 
cost  of  that  commodity,  cannot  stand  the  strain  upon  their 
finances  caused  by  the  necessity  of  replacing  a  rough, 
worn  eye  by  a  newly  polished  one,  or  of  purchasing  a  new 
one  if  the  old  by  mischance  is  broken. 

In  other  cases,  from  the  nature  of  the  affection  which 
necessitated  the  operation  of  enucleation,  the  resulting 
conjunctival  cavity  is  unfitted  for  the  adaptation  of  an 
artificial  eye. 

Thus  it  happens  that  in  a  certain  proportion  of  cases  an 
artificial  eye  is  never  worn  at  all,  while  in  others,  where 
the  eye  is  an  ill-fitting  one,  or  one  which  has  been  worn 
constantly  without  being  removed  at  night,  or  been  worn 
for  too  long  a  time,  irritation  and  swelling  of  the  conjunc- 
tiva are  set  up,  papillomatous  growths  are  apt  to  arise,  the 
artificial  eye  is  projected  forwards  and  presses  down  the 
lower  lid  until  at  last  the  wearer  is  obliged  to  remove  the 
enamelled  counterfeit,  at  any  rate  for  a  time,  and  very 
often  the  cavity  can  never  again  become  well  fitted  for  the 
adaptation  of  an  eye. 

But  if  no  artificial  eye  be  worn  the  upper  lid,  being 
no  longer  supported  in  its  natural  projecting  position, 
falls  in,  while  the  lower  eyelid  gravitates  downwards,  and 
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tlius  the  conjunctival  sac  is  exposed  to  the  injurious 
influences  of  cold  winds,  to  the  lodgment  of  particles  of 
dust,  and  particularly  to  the  rubbing  of  the  eyelashes  of 
the  upper  lid  over  the  conjunctival  surface  of  the  lower, 
whereby  a  constant  condition  of  conjunctivitis  is  induced. 
The  deformity  thus  produced  is  also,  with  many  patients, 
a  source  of  much  annoyance.  To  obviate  it,  and  to 
diminish  the  irritation  they  suffer  from,  they  but  too  often 
have  recourse  to  a  closely-fitting  patch,  which  can  scarcely 
be  said  to  diminish  the  deformity,  and  which,  by  keeping 
the  secretion  pent  up,  serves  rather  to  aggravate  the 
conjunctival  inflammation. 

To  prevent  these  unpleasant  consequences  Mr.  Streatfeild, 
some  twelve  or  thirteen  years  ago,  recommended  the  entire 
removal  of  the  conjunctival  sac  by  dissection  and  caustics 
after  enucleation  in  those  cases  where  either  the  patient 
was  not  in  circumstances  to  afford  the  expense  of  an 
artificial  eye,  or  where  the  resulting  socket  was  not  well 
adapted  for  it.  While  quite  recently,  in  a  paper  read 
at  the  last  annual  meeting  of  the  British  Medical  Asso- 
ciation, and  published  in  their  journal  for  December  19th, 
Dr.  Edwyn  Andrews  advocates  a  very  similar  operation. 

Now,  while  I  quite  admit  that  this  measure  thoroughly 
relieves  the  patient  from  all  subsequent  irritation  and 
materially  diminishes  the  deformity,  still  I  have  always 
thought  it  too  severe  a  remedy  for  the  condition,  and  have 
had  no  reason  to  be  dissatisfied  with  the  results  I  have 
obtained  from  a  much  simpler  method  of  interference,  that 
of  central  blepharoraphy,  an  operation  which  I  have  used 
in  such  cases  for  many  years.  I  cannot  state  precisely 
when  I  first  employed  this  method,  but  the  earliest  case  of 
which  I  have  a  note  was  on  the  14th  of  March,  1875. 

The  operation  I  employ  is  performed  as  follows  : — The 
lower  lid  is  fixed  by  being  grasped  with  a  pair  of 
stout  forceps  held  parallel  to  the  edge  of  the  lid.  The 
conjunctival  covering  of  the  free  edge  of  the  lid  is 
dissected  off  with  a  cataract  knife  to  the  extent  of  five  or 
six  millimetres  corresponding  to  the  centre  of  the  lid,  care 
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being  taken  not  to  involve  that  portion  of  the  edge  of  the 
lid  from  which  the  eyelashes  emerge.  The  upper  lid  is 
treated  in  the  same  way,  the  opposing  inner  parts  of  the 
edges  of  the  lids  being  thus  made  raw.  The  lids  are  then 
brought  together  and  kept  in  contact  by  means  of  a  horse- 
hair ligature.  The  needle  carrying  it  is  first  introduced 
through  the  skin  of  the  upper  lid  about  four  or  five  milli- 
metres above  the  right-hand  extremity  of  the  bared  portion, 
pushed  down  through  the  tissues  of  the  lid,  and  caused  to 
emerge  through  the  edge  of  the  lid  close  to  the  extremity 
of  the  bared  part.  The  edge  of  the  lower  lid  is  next 
perforated  by  the  needle  at  a  point  close  to  the  right-hsmd 
extremity  of  the  rawed  surface  and  the  needle  is  passed 
downwards  till  the  point  emerges  through  the  skin  at 
about  five  millimetres  below  the  edge  of  the  lid ;  the 
needle  is  next  introduced  through  the  skin  of  the  lower 
lid  at  a  corresponding  point  below  the  left-hand  extremity 
of  the  bared  surface,  passed  through  the  edge  of  the  lower 
lid,  and  then  caused  to  perforate  the  upper  lid,  passing 
through  a  corresponding*  point  of  its  edge,  emerging 
through  the  skin  about  five  millimetres  higher.  Upon 
tying  the  ends  of  the  ligature  the  rawed  edges  of  the  lids 
are  brought  into  accurate  apposition.  Before  approxi- 
mating the  lids  by  tying  the  ligature  it  is  of  course 
advisable  to  sponge  out  any  blood  that  may  have  collected 
in  the  conjunctival  cavity.  No  dressing  of  any  kind  is 
needed.  Healing  always  takes  place  readily  by  first 
intention,  and  on  the  fourth  or  fifth  day  the  ligature  may 
be  removed. 

As  I  have  already  said  I  have  found  the  operation  in 
all  respects  very  satisfactory.  The  deformity  is  much  les- 
sened, the  appearance  being  very  much  that  of  the  naturally 
closed  lids,  while  the  conjunctival  cavity  is  preserved  from 
those  sources  of  irritation  to  which  it  was  previously 
subjected.  Should  any  increase  of  conjunctival  secretion 
occur  it  can  readily  escape  or  be  removed  through  the 
inner  or  outer  parts  of  the  palpebral  fissure  which  remains 
free,   and  suitable    applications   may  be    applied   to    the 
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conjunctival  cavity,  though  I  have  never  yet  seen  a  case 
in  which  such  measures  were  required.  One  great 
advantage  this  little  operation  possesses  over  Mr.  Streat- 
feild's  is  that  if  at  any  future  time  the  patient  desires  to 
wear  an  artificial  eye  the  union  between  the  lids  can 
readily  be  divided  and  the  patient's  desire  gratified. 

But  this  operation  may  also  be  employed  most  usefully 
to  cure  the  condition  of  spasmodic  ectropion  of  the  upper 
lid  when  that  condition  has  been  of  long  standing  and  has 
not  yielded  to  the  employment  of  astringent  or  stimulant 
astringent  applications  to  the  conjunctiva. 

When  the  ectropion  has  existed  for  a  lengthened  period 
the  tarsal  cartilage  has  a  faulty  curvature  imparted  to  it, 
which  is  readily  demonstrated  by  the  circumstance  that 
after  the  lid  has  been  replaced  in  its  natural  position,  which 
is  sometimes  a  matter  of  difficulty,  on  withdrawing  the 
fingers  the  eyelid  at  once  becomes  everted  again.  When 
the  eyelid  is  kept  for  a  considerable  period  in  its  natural 
position  the  pressure  of  the  eyeball  causes  the  cartilage 
once  more  to  resume  its  correct  form,  but  while  the  lid 
may  possibly  by  means  of  firm  compresses  be  thus  retained 
in  its  natural  position  this  is  not  so  efficiently  accomplished 
as  by  the  operation  of  blepharoraphy,  while  the  compresses 
are  apt  to  act  injuriously  on  the  conjunctival  inflammation 
by  the  retention  of  secretions. 

I  have  on  two  occasions  had  recourse  to  the  operation 
for  this  condition,  and  in  both  cases  a  complete  cure 
resulted.  The  following  are  short  notes  of  the  last  case 
in  which  I  did  it : 

Miss  E.  R — ,  aet.  14,  was  brought  to  me  in  May  last  on 
account  of  ectropion  of  the  upper  lid  which  had  existed 
for  nine  years,  and  been  originally  caused  by  a  severe  blow 
on  the  left  orbit,  which  was  followed  by  necrosis  and 
abscess  of  the  upper  lid,  which  after  being  opened  left  a 
sinus,  through  which  particles  of  bone  escaped.  This  sinus 
only  healed  over  about  three  years  before  she  was  brought 
to  me.  About  a  month  subsequent  to  the  injury  the  eye- 
lid suddenly  became   everted  and  remained  so  ever  since. 
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On  account  of  the  disfigurement  a  patch  lying  in  contact 
with  the  exposed  conjunctival  surface  had  been  worn 
constantly  for  eight  years. 

On  examination  I  found  the  conjunctiva  of  the  everted 
lid  much  thickened  and  highly  injected.  The  ectropion 
could  be  temporarily  reduced  by  the  fingers,  but  on 
removing  pressure  the  lid  at  once  returned  to  its  abnormal 
position.  There  was  a  well-marked  cicatrix  below  the 
edge  of  the  orbit,  but  it  was  not  firmly  tacked  down  to 
the  bone  nor  was  there  any  perceptible  loss  of  skin  of  the 
lid.  The  operation  of  central  blepharoraphy,  combined 
with  the  removal  of  an  elliptical  fold  of  the  thickened 
conjunctiva,  was  performed,  and  after  four  weeks  the  lids, 
which  had  grown  together,  were  separated,  when  it  was 
found  that  the  tendency  to  eversion  had  been  quite  over- 
come. I  saw  the  patient  a  fortnight  later,  when  the  eyelid 
was  in  correct  position,  and  the  result  in  all  respects 
perfect  except  that  the  eyelid  could  not  be  quite  so  freely 
elevated  as  the  neighbouring  one,  but  a  letter  recently 
received  from  the  father  leads  me  to  believe  the  movement 
is  now  perfect. 

I  have  also  employed  the  operation  in  a  case  where  the 
lower  eyelid  had  been  depressed  by  an  ill-fitting  artificial 
eye  with  the  view  of  bringing  it  up  into  its  proper  position, 
so  as  to  admit  of  the  adaptation  of  an  artificial  eye.  Only 
partial  improvement  resulted  in  this  case.  I  have  further 
used  it  as  a  part  of  various  operative  procedures  for 
ectropion,  and  it  may  be  usefully  employed  with  the  view 
of  averting  ectropion  where  that  condition  is  threatened 
by  ulcers  or  burns  in  the  neighbourhood  of  the  eyelids. 

An  operation  of  so  simple  a  character  as  that  just 
described  may  probably  have  been  employed  by  others, 
and  under  the  supposition  that  this  might  be  the  case  I 
have  not  hitherto  written  an  account  of  it.  But  though 
an  operation  termed  tansoraphy,  in  which  the  edges  of 
the  lids  are  united  at  the  outer  canthus  so  as  to  diminish 
the  palpebral  fissure,  has  been  in  use  for  many  years 
(particularly  in  some  varieties  of  ectropion),  I  have  failed 
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to  discover  any  allusion  in  standard  works  to  an  operation 
for  central  union  of  the  lid^  and  I  tliouglit  I  miglit  with 
advantage  bring  the  matter  before  this  Society,  all  the 
more  since  other  oculists  have  suggested  formidable 
operations  for  purposes  for  which  this  mild  procedure  is 
admirably  adapted. 

{March  nth,  1886.) 

Mr.  Tweedy  said  he  presumed  that  the  peculiarity  of 
Dr.  Argyll  Kobertson's  mode  of  practice  had  reference 
only  to  cases  of  excision.  The  operation  was,  he  imagined, 
not  an  uncommon  one  in  other  conditions.  He  had  him- 
self done  central  blepharoraphy  after  excision  where  there 
was  ectropion  of  the  lower  lid.  He  had  also  frequently 
done  blepharoraphy  for  ectropion,  for  paralysis  of  the 
orbicularis,  and  for  obstinate  ulcerations  of  cornea, 
whether  obviously  neuropathic  or  not.  In  such  cases, 
however,  he  took  care  to  leave  the  centre  of  the  lids  free, 
so  that  when  the  cornea  had  healed  a  central  chink  was 
available  for  vision.  In  the  case  of  a  lady  on  whom  he 
performed  blepharoraphy  for  cicatricial  ectropion  of  both 
lids,  attended  with  painful  ulceration  of  the  cornea,  imme- 
diate relief  followed  the  operation  and  the  cornea  healed  ; 
and  now,  after  four  or  five  years,  there  was  good  vision 
through  the  small  aperture  left  in  the  centre  of  the  other- 
wise ankylosed  lids.  Indeed,  the  lady  had  been  so 
comfortable  since  the  operation  that  she  refuses  to  have 
the  lids  separated  again. 


6.   Wound  of  left  eye  with  almost  simultaneous  iritis  serosa 
of  right  ;   recovery. 

By  Edgar  A.  Browne. 

Mr.  H — ,  while  shooting  in  Cumberland  about  noon 
November  6th,  1885,  was  pushing  his  way  through  a 
hedge    holding    his    gun    in    front    of    him.      A    branch 
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rebounding  struck  him  on  the  left  eye,  causing  great  pain. 
He  was  seen  after  an  interval  by  Dr.  Marsden,  who  sent 
him  on  tome.  He  arrived  late  at  night  in  Liverpool  after 
a  very  cold  and  tedious  journey.  L.  V.  =  Hand-reflex  ; 
cornea  very  hazy  ;  iris  muddy  ;  considerable  congestion  of 
globe  ;  pupil  sluggish ;  actual  position  of  the  wound  not 
made  out,  the  edges  being  in  complete  apposition.  A 
thorn  in  anterior  chamber,  lying  obliquely  in  lower  and 
outer  quadrant,  point  downwards. 

November  7th  (9  a.m.). — Thorn  covered  with  thick 
lymph.  Anterior  surface  of  iris  and  lens  covered  with  a 
thin  buff  coloui"ed  layer  ;  aqueous  muddy.  The  thorn  had 
penetrated  the  periphery  of  the  iris.  The  corneal  wound 
was  seen  to  occupy  the  outer  half  of  the  equator.  The 
thorn  was  removed  by  a  little  manoeuvre  through  a 
peripheral  incision  just  in  front  of  the  corneo-scleral 
junction  and  an  iridectomy,  down  and  out,  done. 

8tli  (9  p.m.). — Not  much  pain  in  wounded  eye.  During 
the  night  was  attacked  by  severe  pain  in  right  eye.  Smart 
attack  of  iritis  evidently  commencing.  No  dots  on  cornea 
nor  any  papillitis. 

16th. — The  iritis  in  the  right,  after  subsiding,  again 
recurred.  Wound  of  the  left  had  healed  well  with  some 
little  keratitis.  Considerable  congestion  of  globe,  other- 
wise doing  well. 

24th. — Iritis  in  right  again.      No  neuritis. 

By  December  4th  recovery  seemed  fairly  set  in.  In 
the  right  there  was  a  slight  ciliary  zone  of  redness  and 
numerous  dots  on  the  cornea.      No  papillitis. 

15th  (both  eyes  still  partially  under  atropine). — V.  :  R. 
~  "2  0^  2  ^  -^-  ~  so  4,*  -^'  pi^pil  dilated  ;  dots  on  cornea  ;  no 
floaters  in  vitreous  ;  no  ciliary  redness  ;  no  neuritis.  L. 
corneal  cicatrix  nearly  horizontal ;  more  dots  than  in  R. ; 
lens  clear,  no  synechia?.  Eye  flushes  and  weeps  easily  on 
exposure  to  light. 

January  28th,  1886. — Dots  disappearing  gradually  in 
both  eyes.  0.  D.  quite  healthy.  V.  :  R,  -|§  5,  slowly  ; 
^-  20  3>  slowly. 
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The  case  presents  several  points  of  interest.  1 .  The 
eai'ly  occurrence  of  iritis  in  the  uninjured  eye.  2.  The 
iritis  was  much  more  sevei'e  in  the  iminjured  than  in  the 
wounded  eye.  Except  for  its  early  occurrence  the  case 
resembled  in  all  particulars  an  ordinary  mild  case  of 
sympathetic  ophthalmitis  (iritis  serosa),  though  one  could 
not,  of  course,  dismiss  from  one's  mind  the  possibility  of 
the  iritis  being  a  coincidence.  This  latter  view  derives 
some  support  from  the  fact  that  the  patient  had  a  very 
long  and  cold  journey  immediately  after  a  severe  accident, 
and  was,  moreover,  depressed  from  want  of  food.  3.  The 
iritis  varying  much  in  intensity  during  the  course  of  the 
case  it  became  a  point  of  anxiety  to  determine  if  the 
original  attack  was  merely  a  coincidence,  whether  genuine 
sympathetic  inflammation  might  not  supervene,  and  if  so 
whether  its  course  might  not  be  intensified  by  the  previous 
iritis.  4.  It  seems  scarcely  possible  that  in  the  short 
space  of  time  any  direct  infection  could  have  taken  place, 
and  so  far  (if  sympathetic)  the  case  rather  goes  against 
the  theory  of  direct  transmission.  The  absence  of 
neuritis  throughout  also  tends  in  the  same  direction. 
But  it  does  seem  possible  to  suppose  that  a  rough  wound 
of  one  eye  may  lower  the  trophic  governance  of  the  other 
eye,  so  that  if,  in  addition  to  the  local  shock,  the  patient 
be  exposed  to  the  depressing  influences  of  mental  agitation, 
cold,  hunger,  &c.,  the  uninjured  eye  may  be  more  suscep- 
tible to  the  ordinary  causes  of  iritis.  However  that  may 
be  (all  speculations  apart),  the  fact  that  iritis  serosa  may 
occur  within  forty-eight  hours  of  a  wound  is  probably 
worth  recording  in  relation  to  the  evidence  now  collecting 
on  sympathetic  mischief.  The  excellent  recovery  in  both 
eyes  is  also  worth  mentioning. 

{April  8th,  1886.) 
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7.    On  some  practical  points  connected  with  cataract 
extraction. 

By  Egbert  Brudenell  Carter. 

My  attention  lias  been  called  to  a  paper  by  Mr.  Critcbett, 
read  before  a  Paris  oplitbalmolog'ical  meeting,  and  subse- 
quently published  in  the  '  Lancet/  in  which  he  describes 
a  method  of  elevating  the  upper  lid  during  the  extraction 
of  cataract.  The  paper  reminded  me  of  the  expression 
attributed  to  a  great  sculptor,  to  whom  it  was  said  that  he 
had  made  no  progress  with  a  statue.  He  replied  that  he 
had  altered  this  fold  of  drapery,  that  he  had  retouched 
that  outline,  and  so  forth.  When  it  was  observed  that 
all  these  alterations  were  trifles,  he  answered  that  the 
aggregate  of  such  trifles  constituted  perfection,  and 
that  perfection  was  no  trifle.  We  have  probably 
arrived  at  almost  precise  agreement  with  regard  to  the 
main  principles  on  which  cataract  operations  should  be 
conducted  ;  and  that  our  further  progress,  at  least 
for  the  present,  is  likely  to  be  in  the  direction  of  improve- 
ments in  detail.  This  being  the  case,  it  is  a  matter  for 
much  congratulation  that  the  inheritor  of  an  illustrious 
name  should  bring  before  the  profession  suggestions  which 
tend  in  this  direction,  and  his  suggestions  are  certain  to 
receive,  from  all  operators,  the  most  respectful  and  attentive 
consideration.  I  find  that  such  consideration  on  my  own 
part  does  not  bring  me  into  entire  accord  with  Mr. 
Critchett,  and  I  am  anxious  to  lay  before  the  Society  the 
extent  and  the  grounds  of  the  difference.  What  I  have 
to  say  would,  in  ordinary  circumstances,  have  been  sent  to 
the  journal  in  which  his  paper  has  appeared,  but  I  have  for 
a  long  time  been  "  boycotted  '^  by  the  conductors  of  the 
*  Lancet,'  and  have,  therefore,  no  opportunity  of  obtaining 
the  insertion  of  any  contribution  in  its  columns.  I  rejoice 
that  this  should  be    so,  because  it   compels  me  to  adopt  a 


432  INJURIES    AND    OPERATIONS. 

mode  of  publicity  wliicli  will  enable  me  to  elicit  the 
opinions  of  those  who  are  best  able  to  judge  upon  the 
questions  at  issue. 

Mr.  Critchett^s  paper  is  so  fresh  in  all  our  memories 
that  I  need  not  do  more  than  briefly  refer  to  it.  He 
advocates  the  elevation  of  the  upper  lid  of  the  patient  by 
the  third  finger  of  the  fixing  hand  of  the  operator  ;  and, 
in  order  to  facilitate  the  accomplishment  of  this  elevation, 
he  further  recommends  that  fixation  should  be  made  from 
a  point  immediately  below  that  of  counter-puncture,  and, 
that  the  base  line  of  the  section  should  extend  obliquely 
upwards  and  inwards  from  a  spot  a  little  above  the  outer 
extremity  of  the  hoi'izontal  meridian  of  the  cornea. 

I  am  entirely  in  accord  with  Mr.  Critchett  in  regarding 
the  old  spring  speculum  as  a  superfluous,  and  in  many 
conditions  a  dangerous,  instrument.  In  the  ^  Lettsomian 
Lectures,'  delivered  before  the  Medical  Society  of  London 
in  January  and  February  of  1884,  I  mentioned  that  it  was 
my  constant  practice  to  remove  the  speculum  as  soon  as  the 
first  section  was  completed,  and  to  commit  the  control  of 
the  upper  lid,  during  the  remaining  steps  of  the  operation, 
to  an  assistant  provided  with  the  well-known  elevator 
invented  for  this  purpose  by  Dr.  Noyes,  and  which  was 
first  brought  into  this  country  by  myself  on  my  return 
from  America  in  1876.  Since  the  introduction  of  cocain 
I  have  never  used  the  spring  speculum  even  for  the  first 
section  ;  and,  in  the  beginning  of  1885,  I  caused  a  note 
to  be  appended  to  the  still  unsold  copies  of  my  *  Lettsomian 
Lectures,'  in  which  I  pointed  out  the  power  of  dispensing 
with  the  speculum  as  being  prominent  among  the  practical 
advantages  which  were  to  be  derived  from  the  new  agent. 

I  do  not,  however,  approve  of  the  use  of  the  ring-finger 
in  the  manner  indicated  by  Mr.  Critchett,  because  I  think 
that  such  use  of  it  not  only  unduly  restricts  the  freedom 
of  movement  of  the  fixing  hand,  but  also  entails  an 
injurious  limitation  of  the  area  over  which  fixation  can  be 
easily  made.  We  all  know  that  the  conjunctiva  in  old 
patients  is  often  fragile,  and  that,  during  the  course  of  an 
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operation,  it  may  be  necessary,  on  this  account,  to  apply 
the  forceps  at  different  points.  Some  three  or  four  years 
ago  I  took  much  trouble  in  an  endeavour  to  devise  a  means 
of  attaching  Noyes's  elevator  to  my  ring  or  little  finger  ; 
hoping  in  this  way,  by  artificial  increase  of  the  length 
of  the  finger,  to  obtain  adequate  freedom  of  movement  and 
at  the  same  time  to  render  myself  independent  of  an 
assistant.  I  was  not,  however,  entirely  satisfied  with  the 
results,  and  ultimately  fell  back  upon  the  instrument  in 
its  original  form,  committed  to  the  hands  of  a  careful  and 
trustworthy  assistant.  I  find  that  it  affords  complete 
control  of  the  upper  lid,  without  stretching  or  dragging 
it ;  and  that  it  can  be  removed  and  replaced  in  an  instant 
without  exciting  either  spasm  or  irritation.  My  assistant 
is  instructed  to  allow  the  lid  to  fall  a  little  as  the  section 
is  completed,  and  it  will  depend  on  the  position  of  the 
eyeball  whether  the  elevator  is  again  employed  for  the 
iridectomy  or  for  the  division  of  the  capsule.  I  have 
never  found  occasion  to  use  it  during  the  extrusion  of  the 
lens,  or  during  the  final  removal  of  cortex. 

Wherever  the  forceps  may  require  to  be  placed  at 
subsequent  stages,  it  seems  to  me  to  be  a  matter  of 
primary  importance,  in  an  operation  by  puncture  and 
counter-puncture,  that  the  orignal  fixing  point  should  be 
on  the  meridianal  line  which  bisects  the  inferior  rectus 
muscle,  and  that  the  base  line  of  the  section  should  always 
be  at  right  angles  to  the  vertical  meridian  of  the  cornea. 
The  indicated  fixing  place  affords  the  best  physiological 
point  of  traction  for  the  rotation  of  the  eyeball  downwards, 
since  such  rotation  is  in  harmony  with  the  volitional  down- 
ward movement  of  the  other  eye.  When  traction  is  thus 
made,  the  superior  recti  fall  naturally  into  a  state  of 
relaxation  ;  and,  better  than  from  any  other  point,  the 
surgeon  is  able  so  to  regulate  the  movements  of  the  eyeball 
and  of  the  knife,  that  is,  of  the  fixing  and  of  the  operating 
hand,  that  they  may  be  in  entire  harmony  with  one 
another.  The  inferior  fixing  point  is  also  specially 
advantageous  during  the  division  of  the  capsule,  because  a 
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gentle  pressure  with,  the  forceps  sustains  the  lens  against 
the  cystitome,  and  greatly  diminishes  the  risk  of  its  being 
dislocated  into  the  vitreous. 

In  the  case  of  a  patient  under  chloroform  or  ether^  the 
oblique  incision  advocated  by  Mr.  Critchett  was  often 
made  unintentionally,  by  reason  of  the  difficulty  of  dis- 
covering to  what  extent  the  eye  had  performed  rotation 
around  its  antero-posterior  axis ;  and  we  have,  therefore, 
had  many  opportunities  of  judging  of  the  effects  of 
oblique  incisions.  My  objections  to  them  are  that  they 
more  or  less  remove  the  coloboma  iridis  from  beneath  the 
shelter  of  the  upper  lid,  and  that  they  render  any  astig- 
matism which  may  be  produced  by  the  operation  at  once 
more  irksome  and  more  difficult  of  correction. 

The  astigmatism  which  follows  cataract  extraction  may 
no  doubt  be  due,  in  some  cases  and  to  some  extent,  to  the 
removal  of  a  lens  which  had  previously  corrected  the 
astigmatism  of  the  cornea,  but  I  believe  it  is  also,  and  in 
the  majority  of  cases  chiefly,  due  to  an  alteration  of  the 
corneal  curvature  which  is  produced  by  the  yielding  or  by 
the  contraction  of  the  cicatrix.  If  the  cicatrix  be  parallel 
to  the  horizontal  meridian  of  the  cornea,  any  astigmatism 
which  it  produces  must  require  a  cylinder  with  its  axis 
either  vertical  or  horizontal,  and  we  all  know  how  much 
more  easy  it  is  to  obtain,  in  ordinary  oval  glasses,  the 
correct  adjustment  of  cylinders  which  are  placed  in  one  of 
these  positions.  When  the  axes  of  the  cylinders  must  be 
oblique,  unsightly  circular  glasses  are  very  frequently 
required. 

The  exposure  of  the  coloboma,  which  must  follow  from 
its  being  placed  in  any  other  direction  than  upwards,  is  a 
well-known  source  of  impairment  of  vision  under  variations 
of  light  ;  and  I  am  indebted  to  my  colleague,  Mr.  Adams 
Frost,  for  the  suggestion  that  astigmatism  is  usually  more 
pronounced  at  the  periphery  than  at  the  centre  of  the  cornea. 
The  more,  therefore,  the  periphery  is  capable  of  admitting 
light  into  the  eye  the  more  irksome  will  be  the  astigma- 
tism, and  the  more  important  will  be  its  precise  correction. 
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Mr.  Critchett  assigns  as  a  reason  for  preferring  the 
oblique  section  that  it  can  be  completed  at  a  single  thrust, 
without  "  sawing."  I  confess  that  his  reason  surprises 
me. 

The  mechanical  conditions  of  a  knife  edge  are  such  that 
it  cannot  be  made  to  cut  with  equal  facility  in  advancing 
and  in  receding.  A  cataract  knife,  which  makes  a 
puncture  and  counter-puncture,  should  be  so  set  that  the 
tissues  may  be  said  to  melt  before  it  as  it  advances,  but 
it  cannot  cut  with  the  same  freedom  as  it  recedes.  I 
think  it  is  always  possible  to  carry  it  so  far  forwards  by  a 
steady  thrust  that  the  escape  of  a  little  aqueous  humour 
becomes  a  matter  of  indiilerence  ;  and,  if  so,  I  see  no 
objection  to  its  being  partially  withdrawn,  if  its  back 
during  withdrawal  is  kept  in  contact  with  the  angles  of 
the  wound,  so  that  no  cutting  is  attempted,  and  so  that 
the  section  is  completed  by  the  second  forward  thrust.  I 
prefer  Dr.  Bell  Taylor's  knife  to  that  of  Linnhardt,  which 
was  adopted  by  Von  Graefe  and  is  commonly  called  after 
his  name,  because  the  shape  of  the  former  tends  of  itself, 
in  the  very  act  of  withdrawal,  to  remove  the  edge  from 
contact  with  the  tissues  to  be  divided.  A  surgeon  who 
rubs  the  edge  of  his  knife  to  and  fro  against  the  bridge 
of  tissue  which  intervenes  between  his  puncture  and  his 
counter-puncture  appears  to  me  to  be  acting  in  forgetful- 
ness  of  the  precise  physical  requirements  of  the  instrument 
which  he  so  employs. 

Having  thus  briefly  indicated,  as  materials  for  discus- 
sion, the  points  on  which  1  am  in  accord  with  Mr.  Critchett 
and  those  on  which  I  differ  from  him,  I  will,  with  the 
indulgence  of  the  meeting,  proceed  to  make  a  very 
few  observations  upon  dressing  and  subsequent  treat- 
ment. 

We  have  heard  a  good  deal  lately,  in  various  quarters, 
about  the  importance  of  extending  to  cataract  operations 
the  principles  and  practice  of  antiseptic  surgery  ;  and  pro- 
bably all  of  us,  if  we  look  back  over  the  past,  will  be  able  to 
recall  some  cases  which  have  terminated  disastrously    by 
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reason  of  what  we  should  now  call  septic  inflammation. 
My  own  belief  is  that  such  septic  inflammation  depends,  if 
on  any  external  cause  at  all,  upon  the  introduction  into 
the  antei'ior  chamber,  possibly  by  imperfectly  cleansed 
instruments,  of  albuminous  matter  in  a  state  of  change. 
The  crevice  between  the  teeth  of  the  iris  forceps  and  the 
shoulder  of  the  blade  of  the  cystitome  are,  I  believe,  the 
principal  offenders.  I  have  no  fear  of  atmospheric  air, 
or  of  any  real  or  imaginary  germs  which  it  may  contain. 
It  has  always  been  common,  and  has  become  more  common 
since  the  introduction  of  cocain,  for  a  bubble  of  air  to 
obtain  entrance  into  the  anterior  chamber  during  the  exit 
of  the  lens,  and  I  have  never  seen  such  an  occurrence  give 
rise  to  the  smallest  subsequent  trouble. 

M.  Panas.  of  Paris,  has  lately  dwelt  upon  the  desirable- 
ness of  using  for  cataract  operations  an  antiseptic  solution 
prepared  with  biniodide  of  mercury,  and  Dr.  Galezowski 
has  advised  that  the  wound  left  by  extraction  should  be 
sealed  by  a  film  of  gelatine  specially  prepared.  I  have 
obtained  some  of  this  specially  prepared  gelatine  from  the 
maker  named  by  Dr.  Galezowski,  and  have  used  it,  not  in 
cataract  extraction,  but  in  some  cases  of  iridectomy.  I 
have  found  it  act  as  a  troublesome  and  offensive  foreign 
body,  and  in  several  instances  have  been  called  upon  to 
remove  it  or  what  was  left  of  it.  With  regard  to  the 
solution  of  M.  Panas,  we  have  formerly  had  some  discussion 
in  this  room.  It  is  at  least  doubtful  whether  it  contains, 
otherwise  than  for  a  short  time  in  suspension,  any  of  the 
mercuric  salt  to  which  it  is  supposed  to  owe  its  virtue,  and 
I,  for  one,  should  use  it  with  more  confidence  if  I  were 
sure  that  complete  deposition  of  such  suspended  matter 
had  occurred.  Biniodide  of  mercury,  at  least  in  my 
experience  of  its  operation,  is  a  very  active  irritant. 

During  the  last  few  months  I  have  adopted  the  plan  of 
having  the  eye  prepared  for  cataract  extraction,  prior  to 
my  arrival  at  the  house  of  the  patient,  by  the  insertion  of 
four  discs,  each  containing  the  fiftieth  of  a  grain  of  cocain, 
the  first  being  inserted  twenty   minutes    before   the    time 
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fixed   for    the    operation,    and    the    subsequent    ones    at 
intervals  of  five  minutes.      On  arriving,  I  fill  the  conjunc- 
tival sac  with  a  drop  or  two  of  a  ten   per    cent,    cocain 
solution,  saturated  also  Avith  salicylic  acid,  and  by  gentle 
friction  of   the   lids   diffuse  this    solution  over   the   entire 
surface.      The  instruments,  which   have  all  been  carefully 
cleaned  previously,  are  then  dipped  into  absolute  alcohol 
and    wiped.      The  morsels  of  soft  sponge   employed   for 
cleansing,  which  I  use  again  and  again,  as  knowing  them 
to  be  free  from  grit,  are  scalded  after  and  again  immediately 
before  every  operation,  and  are  moistened  with  a  mixture 
of  water  and  "  Toilet  Sanitas.^^    The  operation  being  com- 
pleted, the  conjunctival  flap  is  very  carefully  laid  down  by 
a  spatula,  and  then  the  closed  lids  of  both  eyes  are  covered 
by  about  two  square  inches  of  an  old  pocket-handkerchief 
smeared  with  ''  Sanitas  Vaseline.^'     Over  this  I  place  a  pad 
of  cotton  wool,  soaked  in  cold  or  lukewarm  water,  not  com- 
pressed sufficiently  to  become    hard,   and  moulded  by  the 
fingers  into  a  shape  which  leaves  a  central  hollow  over  the 
ball  of  the  eye.      The  retaining  bandage   is  the  old  strip 
of  knitted  cotton,  but    furnished  with  three  pairs   of  tape 
strings.      One  pair  ties  behind   the   head,    one    over   the 
vertex,  the  third  under  the  chin.      The  vaseline  prevents 
the  dressing  from  becoming  hard,  or  from  sticking  to  the 
skin,  so  that  it  need  not  be  changed  for  perhaps  twenty- 
four  hours   or  more,   and,    when   changed,  the    pads  are 
removed  in  an  instant,  without  the  smallest  inconvenience 
or   pain.      By  the  second  or  third  day,   it  will  often  be 
found  that  the  water   dressing  has  produced  a  somewhat 
sodden  condition  of  the  skin  of  the  upper  lids,  and  when 
this    occurs  dry  wool    may  be  used    instead  of  wet.      As 
soon  as  it  is  prudent  to  uncover  the   eye    which   has  not 
been  operated  upon,  the  dressing  over  the  other  may  be 
retained  by  a  small  shield  of  plaited   straw,  which  I  have 
obtained  from  Messrs.  Allen  and  Hanbury,  and  which  my 
patients  have  extolled  as  being*  superlatively  light,  cool,  and 
comfortable.      As  among    trifles,   sir,   I    am    disposed    to 
attach    much  importance  to  the  facility    with  which    the 
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retaining  band  can  be  applied  and  removed,   and    to    tlie 
comfort  afforded  by  tlie  use  of  vaseline. 

{June  lOtJi,  1886.) 

Mr.  Anderson  Critchett  defended  the  use  of  the  ring- 
finger  in  place  of  the  speculum,  because  he  found  it  best 
to  make  fixation  just  below  the  point  of  counter-puncture. 
The  eye  could  thus  be  held  more  steadily  and  with  less 
risk  of  making  pressure  on  the  globe  than  was  the  case 
when  fixation  was  made  below,  and  he  did  not  consider 
the  greater  freedom  of  movement  which  Mr.  Carter  claimed 
for  the  latter  method  was  an  unmixed  advantage.  The 
old  French  toothed  forceps  frequently  tore  the  conjunctiva, 
and  in  some  cases  he  used  the  double  fixation  hook,  but 
the  instrument  which  had  proved  most  reliable  in  his 
hands  was  a  modification  of  the  forceps  used  by  Dr.  Bell 
Taylor,  of  Nottingham  ;  with  these  a  few  fibres  of  the 
sclerotic  could  be  pinched  up  and  a  firm  hold  be  obtained 
upon  the  globe.  However  skilful  an  assistant  might  be,  it 
was  almost  impossible  for  two  heads  and  four  hands  to 
work  together  in  perfect  harmony,  and  valuable  time  was 
frequently  lost  while  a  verbal  direction  was  given  and 
executed  during  the  progress  of  an  operation  ;  but  where 
the  operator  relied  upon  his  own  finger,  the  commencement 
of  a  spasm  could  be  felt,  and  the  necessary  relaxation  be 
instantaneously  given.  As  the  section  neared  its  com- 
pletion the  finger  should  be  slowly  withdrawn,  when  the 
lids  would  close  gently  and  -without  spasm.  As  Mr. 
Nettleship  originally  pointed  out,  cocain  frequently  deprived 
patients  of  their  usual  power  of  control  over  the  eyelids, 
and  the  risk  of  a  violent  squeeze  on  the  withdrawal  of  the 
speculum  was  greater  than  in  cases  where  cocain  had  not 
been  used.  With  regard  to  the  oblique  incision,  Mr. 
Critchett  was  in  the  habit  of  making  his  puncture  just 
below  the  centre  of  the  pupil,  and  it  was  not  necessary  as 
a  rule  to  remove  more  than  the  central  portion  of  iris, 
consequently  the  coloboma  was  almost  hidden  by  the 
upper  lid.      He  had  not  suggested  that  it  was  desirable  to 
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complete  the  section  with  one  cut ;  three  fourths  of  the 
incision  might  be  made  witli  the  onward  push  and  the 
remainder  in  withdrawing.  The  knife  he  used  was  rather 
broad  in  the  blade  and  commenced  to  widen  immediately 
below  the  point,  which  was  central,  so  that  with  a  steady 
onward  and  upward  push  it  cut  its  way  so  far  as  to 
complete  three  fourths  of  the  section.  The  blade  was 
made  slightly  round  after  the  fashion  of  the  old  Beer's 
knife,  so  that  it  did  not  permit  a  too  rapid  escape  of 
aqueous.  He  hoped  that  Mr.  Carter  would  not  condemn 
his  suggestion  in  theory  till  he  had  proved  its  merits  or 
demerits  in  practice.  Mr.  Critchett  then  referred  to  the 
case  of  a  man,  aged  eighty-four,  on  whose  eyes  he  had 
recently  operated  at  St.  Mary's  Hospital.  In  the  right 
eye,  he  had  made  the  incision  entirely  in  the  sclerotic, 
while  in  the  left  eye  it  was  entirely  in  the  cornea.  In 
this  he  had  followed  a  dictum  of  his  late  father,  who  had 
taught  that  in  operating  on  both  eyes  simultaneously  it 
was  right  to  give  the  patient  every  chance  of  saving  at 
least  one  eye  by  making  the  incision  in  different  tissues. 
Monsieur  Galezowski,  who  was  present  at  the  operation, 
kindly  provided  some  of  the  antiseptic  gelatine  which  he 
stated  he  had  used  in  a  hundred  and  seven  consecutive 
cases  without  a  single  instance  of  suppuration.  In  the 
present  case,  unfortunately  the  eye  in  which  the  incision 
was  confined  to  the  cornea  suppurated  with  great  rapidity, 
but  the  right  eye,  where  the  wound  was  in  the  sclerotic, 
made  an  excellent  recovery.  Had  the  cornea  been 
selected  as  the  seat  of  both  incisions  probably  both  eyes 
would  have  been  lost. 

Frank  H.  Hodges. — I  have  made  the  corneal  section  in 
the  manner  indicated  by  Mr.  Anderson  Critchett  in  my 
last  six  cataract  extractions,  and  am  so  pleased  with  the 
precision,  facility,  and  rapidity  of  the  method  that  I  intend 
to  practise  it  for  the  future.  In  only  one  case  have  I 
ventured  to  do  the  operation  without  a  speculum,  and  in 
this  I  had  no  difficulty  in  making  the  section,  though 
vitreous  escaped  with  the  lens,  which  was  a  very  large  one. 
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I  do  not  regard  a  light  speculum  (sucli  as  tlie  Birmingliam 
one)  as  an  evil,  especially  wlien  cocain  is  applied  to  both, 
eyes,  which  has  been  my  practice  since  I  got  the  hint  some 
months  ago  from  Mr.  Lang. 

Mr.  M.  M.  McHardy. — No  experienced  operator  is 
likely  to  question  the  truism  that  attention  to  detail  largely 
governs  the  measure  of  success  which,  attends  modern 
surgical  operations,  and  that  this  is  peculiarly  the  case  in 
cataract  extractions.  Much  of  the  inconvenience  I  at  first 
experienced  during-  the  removal  of  cataracts  from  eyes 
which  were  anaesthetised  with  cocain  has  disappeared  since 
I  have  adopted  the  simple  expedient  of  the  rendering  the 
fellow-eye  to  that  upon  which  I  am  operating  aneesthetic, 
or  pai'tly  angesthetic,  by  applying  to  it  a  few  drops  of 
cocain  solution  within  two  minutes  of  commencing  to 
opei'ate.  Mr.  Mackinlay  gave  me  this  valuable  suggestion, 
and  its  adoption  prevents  the  patient  yielding,  or  indeed 
attempting  to  yield,  to  that  almost  irresistible  disposition 
to  twitch  the  eyelids  of  both  eyes,  which  is  so  commonly 
excited  in  an  unangesthetised  eye  while  its  fellow  is 
being  manipulated.  This  practice  of  angesthetising  with 
cocain  the  eye  which  is  not  being  operated  upon  must  be 
far  less  disagreeable  than  that  of  bandaging  over,  or 
otherwise  confining  such  eye,  while  its  fellow  is  being 
operated  upon.  Moreover,  many  patients,  while  having 
one  eye  operated  upon,  will,  if  the  other  be  uncovered, 
look  as  they  are  directed  far  more  easily  and  promptly 
than  if  the  latter  were  closed  with  a  compress. 
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8.  Fragment  of  the  edge  of  a  steel  chisel,  tuhich  has  been 
harmlessly  embedded  in  the  sclera  of  the  right  eye  for  fifty 
weeks. 

By  R.  Brudenell  Carter. 

The  fragment  flew  from  the  edge  of  a  chisel  on  the 
25th  of  June,  1885,  pierced  the  conjunctiva  and  sclerotic 
a  little  on  the  outer  side  of  the  cornea,  nearer  the  vertical 
than  the  horizontal  meridian,  and  passed  directly  back- 
wards through  the  vitreous  and  choroid,  sinking  into  the 
sclera  on  the  outer  and  lower  side  of  the  globe.  In  the 
course  of  a  day  or  two  it  became  covered  by  a  film  of 
lymph,  which  gradually  became  sufficiently  abundant  to 
form  a  sort  of  capsule  around  it.  The  external  wound 
healed.  Vision  remained  normal,  and  the  patient  has 
never  suffered  any  inconvenience.  The  embedded  frag- 
ment is  distinctly  visible  through  the  lymph,  and  is 
surrounded  by  a  small  patch  of  choroidal  atrophy. 

{Card  specimen.     June  10th,  1886.) 

Mr.  Snell  referred  to  four  cases  of  foreign  bodies 
(pieces  of  steel)  embedded  in  the  fundus  oculi,  innocuously, 
that  had  come  under  his  observation.  Three  of  these  he 
had  related  in  a  paper  before  the  Society  a  short  time 
before,*  and  one  had  only  recently  come  before  him.  In 
this  (last)  instance  the  fragment  was  embedded  below  the 
papilla  and  a  little  distance  from  it.  That  it  was  a  piece 
of  steel  the  history  and  the  appearances  left  no  doubt,  but 
a  careful  search,  when  first  seen  about  three  weeks  after 
the  injury,  and  later,  failed  to  detect  any  wound  indicating- 
its  entrance ;  the  media  were  perfectly  clear.  The 
question  of  deciding  whether  to  interfere  surgically  in 
these  cases  was  a  most  important  one,  and  he  agreed  with 
Mr.  Carter  as  to  the  propriety  of  leaving  the  fragment  in 
his  case  alone.  Experience  clearly  proved  that  in  many 
*  Vide  p.  407. 
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instances  the  functions  of  the  eye  continued  to  be  properly 
performed.  The  electro-magnet  afforded  the  best  chance 
of  removing  the  fragments  of  steel  or  iron,  but  it  was, 
perhaps  in  the  majority,  certainly  preferable  to  adopt  the 
role  of  non-interference.  Our  efforts,  if  successful,  would 
run  a  risk  of  rendering  the  condition  worse,  and  even  in  a 
case  where  it  was  possible  to  advance  the  point  of  the 
electro-magnet  right  up  to  the  fragment,  it  might  be  found 
that  its  entanglement  in  the  tissues  or  the  adhesions 
formed  would  offer  obstacles  to  its  withdrawal.  He  had 
discussed  this  subject  at  length  in  the  paper  referred  to, 
as  well  as  given  particulars  of  a  case  in  which  the  electro- 
magnet was  successfully  employed.  In  conclusion,  he 
remarked  on  the  different  aspects  cases  presented  when 
the  foreign  body  passed  through  the  sclerotic  to  those 
which  had  entered  through  the  cornea  and  lens,  cataract 
developing  generally  sooner  or  later,  and  probably  calling 
for  treatment. 
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XIV.    FUNCTIONAL  AFFECTIONS. 

1.   Painting  by  a  colour-blind  artist. 
By  Edgar  A.  Browne. 

In  reference  to  tlie  drawing,  Mr.  Edgar  Browne  remai-ks 
that  it  was  interesting  from  several  points  of  view.  First 
because,  as  a  rule,  colour-blind  persons,  althougli  fre- 
quently unaware  of  their  defect,  are  yet  more  or  less 
indifferent  to  the  charms  of  colour,  and  do  not  select 
painting  as  a  professional  vocation.  In  this  case  the 
patient  was  a  diligent  student  in  tlie  Government  School 
of  Art  at  Liverpool,  and  had  passed  successfully  through 
the  earlier  stages  of  the  curriculum  before  his  defect  was 
discovered.  The  painting  shown  was  the  convincing  proof 
of  his  inability  to  work  in  colours  and  the  cause  of 
relinquishing  his  intention  of  becoming  a  professional 
painter.  The  example  is  a  chromolithograph  of  the 
ordinary  wallflower,  and  the  copy  gives  some  hints  of  the 
way  in  which  red-green  blind  persons  probably  see 
colours.  In  the  example  the  petals  are,  towards  the 
centre  of  the  calyx,  of  a  warm  yellow  (yellow  tending  to 
orange  by  the  addition  of  a  little  red),  and  on  the  outer 
portions  are  of  a  rich  brownish  red.  The  buds  are  of  a 
greyish  purple  (lake,  cobalt  greyed  with  a  little  yellow 
ochre) . 

Inspection  shows  that  red  had  been  perceived  only  as 
darkness,  or  what  painters  technically  term  "  tone."  In 
the  central  yellow  the  small  amount  of  red  has  not  been  per- 
ceptible, and  in  the  copy  a  cold  yellow  has  been  substituted 
for  the  warm  yellow  of  the  example.  The  red  markings 
of  the  petals  have  been  made  out  with  a  dirty  black.      It 
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is  observable  that  the  gradations  of  tone  and  minute 
delicacies  of  form  in  these  markings  are  admirably 
copied.  Briefly  stated^  the  colours  of  the  petals  are  the 
black  and  yellow  of  a  wasp's  body  and  not  the  rich  orange 
yellow  and  red  of  a  wallflower.  In  the  buds  the  yellow 
seems  to  have  been  perceived  as  a  colour,  the  other 
constituents  of  the  tertiary  tint  only  as  tone,  and  a  dull 
dirty  green,  made  by  mixing  yellow  with  Vandyke  brown, 
has  been  employed  as  the  equivalent.  At  first  sight  the 
substitution  of  the  green  (such  as  it  is)  for  the  grey 
purple  might  imply  the  recognition  of  green  as  a  colour, 
and  that  the  green  entering  into  the  composition  of  the 
mixed  tint  had  been  selected  and  the  red  ignored.  But  I 
am  convinced  that  no  such  selection  has  been  exercised 
and  that  the  buds  appeared  to  the  painter  as  a  yellow 
very  much  darkened.  It  is  an  accident  of  the  paint-box 
that  the  browns  and  blacks  give  a  series  of  dirty  greens. 
The  stem  and  leaves  of  the  plant  in  the  original  are 
coloured  rather  bej^ond  the  modesty  of  nature  by  tints 
composed  of  a  bright  yellow  (gamboge  or  an  equivalent), 
and  an  artificial  green  is  the  result — a  mineral  green  rather 
of  an  arsenical  character.  The  painter  has  perceived  the 
darkening  of  the  yellow  by  the  green,  but  as  it  is  many 
degrees  less  tonality  than  that  imparted  by  the  red  employed 
in  the  petals,  he  has  found  the  nearest  equivalent  in  light 
red.  The  general  tone  of  the  leaves  is  therefore  an  orange 
red  (light  red  and  gamboge),  not  far  in  colour  from  fresh 
iron-rust.  The  shadowed  portions  of  the  leaves  in  the 
original  are  a  purplish  grey,  formed  of  lake  and  cobalt 
washed  over  by  the  green  of  the  local  colour  of  the  leaves. 
Here  again  the  red  is  perceived  as  tone,  and  the  shadows 
are  marked  in  dirty  green,  presenting  a  curious  contrast 
to  the  general  red  of  the  leaves. 

{Card  specimen.      April  8th,  1886.) 


445 


XV.   INTRA- CRANIAL  AFFECTIONS. 

1.   On  a  case  of  meningitis  after  excision  of  the  eyeball. 
By  E.  Nettleship. 

James  A — ,  set.  19,  came  to  the  Moorfields  Hospital  on 
Wednesday  15th  of  July,  1885,  with  the  lens  of  the  left 
eye  completely  dislocated  into  the  anterior  chamber,  and 
the  history  of  a  blow  on  or  about  the  eye  by  a  chain  one 
week  before.  The  eye  showed  ciliary  congestion,  and  the 
small  misshapen  lens  moving  about  freely  in  the  anterior 
chamber  ;  the  lens  was  clear  except  at  two  patches  on 
the  anterior  and  posterior  surface  at  upper  part ;  T.  —  1  ; 
V.  fingers  badly  at  one  foot.  Right  eye  :  iris  very  tremu- 
lous ;  P.  l"!  mm.,  slight  reflex  action  ;  V.  j^,  M.  1  D.=  ^^t 
reads  1  J. 

He  had  never  had  perfect  sight,  and  the  left  was  known 
to  have  been  the  worse  of  the  two.  From  the  appearance 
of  the  left  lens  and  the  tremulousness  of  the  right  iris  it  is 
almost  certain  that  he  suffered  from  congenital  smallness 
of  the  lenses  with  weak  or  deficient  suspensory  ligaments. 
As  the  case  seemed  urgent  I  took  him  in  at  once  and  no 
ophthalmoscopic  examination  was  made. 

July  15th. — Under  ether  a  fine  needlewas  passed  through 
the  outer  edge  of  the  left  cornea  with  the  intention  of  trans- 
fixing the  lens  ;  the  lens,  however,  retreated  across  the  a.  c. 
before  the  needle,  and  the  capsule,  which  seemed  to  be 
tough,  was  scarcely  punctured;  the  needle  being  withdrawn, 
a  downward  corneal  section  was  made  with  a  Graefe's  knife, 
the  lens  being  intentionally  transfixed  at  its  lower  part  by 
the  knife  ;  as  soon  as  the  knife  cut  out,  the  lens  went  back 
through  the  pupil  and  disappeared ;   as  some  vitreous  came 
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into  the  wound  a  bandage  was  applied  without  any  further 
attempt  to  remove  the  lens.  The  eye  was  very  painful 
throughout  that  night  (16th).  The  next  day  (twenty -four 
hours)  Mr.  Hudson,  the  house  surgeon,  removed  a  small  tag 
of  what  looked  like  vitreous  hanging  from  the  wound. 

17th  (forty-eight  hours). — Mr.  Hudson  noted  "  P. 
rather  large,  yellowish  reflex  from  the  fundus.^'  Through- 
out that  night  (17th)  very  severe  pain,  not  relieved  by  two 
grains  of  opium. 

18th  (seventy-two  hours). — Still  in  extreme  pain, 
with  much  swelling  of  lids  and  a  very  high  degree  of 
translucent  oedema  of  ocular  conjunctiva,  the  whole  wound 
suppurating,  and  lymph  passing  back  from  it  into  the 
pupil ;  eye  excised.  During  the  operation  vitreous  escaped, 
partly  through  the  wound  and  partly  through  an  acci- 
dental cut  in  the  sclerotic  at  the  inner  side  ;  it  was  not 
obviously  purulent.  The  bleeding  from  the  orbit  was 
freer  than  usual.  Orbit  syringed  out  with  solution  of 
biniodide  of  mercury,*  1  in  25,000  ;  no  suture  inserted  ;  the 
ordinary  firm  pad  and  bandage  applied  and  removed,  as 
usual,  about  five  hours  later. 

19th  (twenty-four  hours  after  excision). — Still  has  some 
headache,  but  is  much  relieved  since  the  operation. 
Bowels  not  opened  since  17th  ;  two  aperient  pills. 

20th,  10.30  a.m.  (forty-eight  after  excision) . — Mr.  Hud- 
son noted  "  Bowels  opened  five  times  since  last  night's  pills; 
breathing  a  little  irregular,  pulse  60,  tongue  moist,  a  little 
white  fur ;  complains  of  pain  over  the  posterior  extremity 
of  the  sagittal  suture  ;  his  manner  rather  peculiar,  different 
from  what  it  was ;  pupil  small  but  acts  to  light,  does  not 
rotate  the  eyeball  inwards,  upwards,  or  downwards  ;  no 
ptosis  ;  temperature,  now  taken  for  the  first  time,  103°  F.  ; 
left  orbit  looks  quite  well,  no  swelling  or  inflammation. 
1*30  _p.m.  :  temp.  104*5°,  urine  sp.  gr.  1022,  acid,  contains 
a  considerable  amount  of  albumen."  At  4"45  p.m.,  my 
colleague.  Dr.  Stephen  Mackenzie,  saw  him  and  made  the 
following  note  :  "  Temperature  is  now  102*4°,but  the  pulse 

*  Made  with  iodide  of  potassium. 
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is  only  75  ;  the  respiration  is  very  irregular,  sometimes 
being  tranquil  and  of  natural  frequency,  but  every  now 
and  then  becoming  extremely  accelerated  for  twenty  or 
thirty  acts  ;  he  is  in  a  restless  talkative  condition  ;  ordered 
fifteen  grains  of  bromide  of  potassium  every  three  hours, 
and  an  icebag  to  the  top  of  the  head  and  back  of  the 
neck.'^  Dr.  Mackenzie  i^emarked  that  the  lad's  manner 
reminded  him  of  hydrophobia,  and  that  from  the  character 
of  the  breathing  he  suspected  mischief  about  the  medulla. 
I  saw  the  patient  shortly  after  Dr.  Mackenzie's  visit.  His 
manner  was  very  peculiar ;  he  became  very  excited  and 
sometimes  incoherent  when  first  spoken  to,  but  when  accus- 
tomed to  those  about  him  he  became  quiet  and  sometimes 
quite  rational.  He  talked  a  good  deal  about  his  head,  said 
he  had  an  "  abscess  on  the  brain,"  and  was  evidently  much 
concerned  about  himself.  His  skin  acted  very  freely.  He 
was  able  to  swallow  well.  His  mouth  was  rather  dry. 
His  urine,  acid  in  reaction,  still  contained  a  considerable 
amount  of  albumen. 

At  11  p.m.  (sixty  hours  after  excision)  Dr.  Mackenzie 
and  I  saw  him  together.  At  7"45  -p.m.  the  temperature 
had  been  103°  ;  it  was  now  101*6°.  In  other  respects  his 
condition  was  about  the  same  ;  pulse  still  between  70  and 
80.  He  complained  of  a  good  deal  of  pain  in  the  back 
of  the  head,  back  of  the  neck,  and  across  the  loins.  The 
pain  at  the  back  of  the  neck  was  made  decidedly  worse 
when  he  was  sat  up,  and  there  was  some  stiffness  of  neck 
with  pain  on  movement,  but  no  distinct  retraction  of  the 
head.  It  was  very  difficult  to  examine  the  movements  of 
the  right  eyes,  as  his  attention  could  not  be  fixed.  Whilst, 
however,  he  moved  it  outwards  and  downwards  quite  well 
I  never  could  get  him  to  look  well  upwards  or  to  his 
left.  There  was  no  trace  of  ptosis  ;  pupil  was  quite  small 
not  more  than  l^  mm.,  dilating  a  little  when  covered  and 
retractii'g  briskly  when  exposed.  When  bright  light  was 
thrown  on  the  eye  he  complained  at  once  of  increase  of 
headache,  and  no  ophthalmoscopic  examination  therefore 
was  attempted.      He  said  the  ice  at  the  back  of  his  neck 
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was  not  agreeable ;  urine  still  contained  a  considerable 
quantity  of  albumen.  The  left  orbit  still  remained  quite 
normal. 

21st — 3  a.m.  temp.  102.6°;  6  a.m.  101"2°j  9  a.m. 
98*8°,  pulse  68,  breathing  still  irregular  but  less  so 
than  yesterday.  Patient  is  quieter  and  not  so  restless, 
but  he  is  almost  constantly  talking  about  his  work  ;  has 
passed  water  ;  bowels  not  moved  since  yesterday  ;  tongue 
moist,  coated  with  white  fur.  When  Dr.  Mackenzie  saw 
him  (about  10  a.m.,  seventy-two  hours  after  excision)  he 
was  quieter  than  on  the  previous  day,  but  still  talkative 
when  roused.  There  was  the  same  stiffness  of  neck  with- 
out actual  retraction  of  head.  The  breathing"  bad  a  similar 
irregularity  to  tbat  observed  the  previous  day,  and  there 
were  occasional  spasms  of  the  throat  and  neck  muscles.  His 
pulse  was  63  or  65 ;  the  urine  highly  albuminous.  There 
appeared  to  be  diminished  upward  and  inward  movements 
of  the  right  eye.  2  p.m.:  temp.  101*6°.  From  this  time 
he  seemed  to  be  slightly  improving,  when  at  5.30  p.m.  he 
became  suddenly  worse  and  died  in  a  few  minutes.  There 
were  no  convulsions  and  no  rigors  at  any  time. 

Post-mortem  examination  hy  Mr.  Lawford  on  July  22nd, 
sixteen  hours  after  death. — Rigor  mortis  slightly  marked. 

Head  :  Dura  mater  very  adherent  to  vault  of  skull. 
Sinuses  at  base  of  skull  full  of  dark  clot,  but  showed  no 
sign  of  pus ;  cavernous  sinus  carefully  examined,  healthy. 
Ears  :  nothing  abnormal  discovered,  both  examined  exter- 
nally with  care  and  mastoid  cells  opened.  The  whole  sur- 
face of  the  brain,  upper  and  lower,  intensely  congested,  the 
colour  being  bright  and  the  congestion  capillary  ;  in  some 
places  there  seemed  to  be  staining  as  well  as  congestion. 
Some  thickening  of  pia  mater  of  vertex,  but  probably  only 
where  there  were  Pacchionian  bodies.  The  whole  of  the 
pia  mater  covering  the  base  from  the  front  of  the  superior 
longitudinal  fissure  backwards  to  the  medulla  was  thick- 
ened, yellowish,  and  very  tough,  the  longitudinal  fissure 
and  the  fissure  of  Sylvius  being  firmly  closed  by  it ;  this 
change  extended  upwards  over  the  superior  surface  of  the 


MENINGITIS    AFTER    EXCISION    OP    EYEBALL.  449 

cerebellum,  where  at  the  middle  line  it  reached  its  maxi- 
mum. All  the  nerves  in  front  of  the  pons  matted  together, 
though  apparently  healthy.  The  velum  interpositum  was 
also  much  thickened  and  very  tough,  and  there  were  tough 
membrano-stringy  adhesions  between  the  upper  surface  of 
the  medulla  and  the  under  surface  of  the  cerebellum. 
The  ventricles  were  empty,  and  the  interior  of  the  brain 
generally  appeared  quite  healthy.  The  meningeal  changes 
were  precisely  symmetrical. 

Lungs  much  congested,  no  adhesions,  no  ecchymoses  on 
visceral  pleura.  Heart  and  pericardium  healthy  ;  six 
ounces  of  fluid  in  the  pericardium.  Right  heart  full 
of  soft  dark  clot ;  no  ecchymoses.  Kidneys  very  large  : 
capsules  peel  off  very  easily ;  naked-eye  appearances 
normal,  and  microscopical  examination  gave  no  proof  of 
disease  other  than  congestion.      Liver  healthy. 

The  left  orbit  contained  a  dark  blood-clot  among  the 
muscles,  and  the  fat  was  yellow  from  blood-colouring 
matter.  The  contents  of  the  back  of  the  orbit,  enclosed 
in  periosteum,  together  with  the  whole  of  the  fifth  nerve 
and  other  parts  passing  through  the  sphenoidal  fissure 
and  optic  foramen,  and  the  cavernous  sinus,  were  removed 
for  further  examination,  but  no  thrombotic  or  inflamma- 
tory appearances  were  found  on  careful  dissection.  Right 
optic  nerve  and  back  of  eye  removed ;  the  papilla  showed 
no  apparent  swelling ;   the  vessels  were  not  tortuous. 

Left  eyelids  slightly  discoloured,  but  no  swelling  of 
them  or  of  conjunctiva.  No  cutaneous  ecchymoses.  No 
swelling  of  any  joints. 

The  meningeal  appearances  seemed  to  be  due  to  a 
mixture  of  old  thickening  with  new  inflammation.  Dr. 
Sutton,  to  whom  I  showed  the  specimen,  at  once  took  this 
view.  He  said  he  was  sure  that  much  of  the  mischief  was 
of  old  date.  But  it  was  equally  certain  from  naked-eye 
and  microscopical  appearances  that  new  lymph  was  present 
in  the  old  thickened  pia  mater,  especially  on  the  upper 
surface  of  the  cerebellum.  Though  it  is  thus  certain  that 
widely-spread  meningitis  of  some  kind  had  taken  place  at 

VOL.  VI,  29 
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a  previous  date,  the  lad's  history^  as  obtained  from  his 
mother,  a  sensible  and  intelligent  woman,  was  negative. 
He  was  the  only  son  of  four  children,  had  always  lived  at 
home,  was  a  steady  lad,  and  had  never  had  a  bad  illness. 
Four  years  previously,  when  his  sisters  had  scarlet  fever, 
he  was  out  of  sorts  for  a  time,  and  this  was  the  only 
account  of  anything  like  illness  that  could  be  got. 
Latterly  he  had  driven  a  van  for  his  father,  and  during 
the  last  few  months  had  often  been  worried  and  anxious 
because  there  was  not  enough  work.  He  never  had  fits, 
disease  of  ears,  or  injury  to  the  head.  He  had  always 
been  excitable,  neiwous,  and  quick  tempered,  but  when  he 
came  to  the  hospital  there  was  nothing  noticeable  about 
his  manner  except  nervousness.  He  was  slim  and  rather 
slightly  built. 

Microscopical  examination  of  the  two  optic  nerves 
showed  marked  changes  in  all  parts  of  both.  On  the  side 
of  the  excised  eye  (left)  the  appearances  were  those  of 
commencing-  degeneration  and  oedema  rather  than  inflam- 
mation (granular  ill-defined  condition  of  nerve-fibres  and 
numerous  highly  refracting  myeline-looking  masses,  large 
and  scattered  near  the  eye,  more  numerous  and  smaller  at 
the  back  of  the  orbit).  In  the  other  (right)  optic  nerve 
there  was  abundant  inflammation,  chiefly  of  the  trabecular 
tissue  in  the  sheath,  both  close  to  the  eye  and  at  the  back 
of  the  orbit,  and  slight  swelling  of  the  papilla.  The 
intra-cranial  part  of  each  optic  nerve  showed  moderate 
inflammation  of  its  pial  covering. 

I  do  not  think  we  can  doubt  that  the  fatal  illness  in 
this  case  was  the  result  of  the  enucleation  of  the  eyeball. 
The  extremely  rapid  onset  and  course  of  the  meningitis, 
the  man  being  to  all  appearance  in  good  health  when  he 
came  to  the  hospital,  seem  conclusive ;  and  any  doubt 
that  might  be  entertained  upon  the  strength  of  this  case 
alone  must,  I  think,  be  dispelled  by  an  examination  of 
other  instances  of  the  same  kind. 

Including  the  case  just  read,   and  another  case   from 
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Moorfields  in  1882,  which  Mr.  Wordsworth  kindly  allows 
me  to  make  use  of,  and  which  is  placed  in  the  table  at  the 
end  of  the  paper,  we  now  know  of  eighteen  instances  in 
which  recent  meningitis  has  been  found  after  death 
following  quickly  upon  removal  of  the  eyeball.  In  addi- 
tion are  eight  exactly  similar  fatal  cases  in  which  no  exami- 
nation was  made  (or  recorded)  after  death  ;*  and  four  others 
where  a  similar  illness  was  recovered  from,t  in  all  thirty 
cases  where  meningitis  was  either  diagnosed  or  proved. J 
Cases  of  meningitis  or  arachnitis  in  which  injury  or  disease 
of  the  walls  of  the  orbit  complicated  the  removal  of  the 
eyeball  are,  of  course,  excluded  as  far  as  possible  ;  and  I 
am  cai'eful  to  mention  this  because  the  importance  of 
making  the  distinction  here  implied  has  sometimes  been 
overlooked.  §  Amongst  the  thirty  cases  there  are  however 
three  in  which  damage  to  the  orbital  wall  was  not  un- 
likely, but  which,  as  the  notes  are  not  explicit,  it  seems 
better  to  retain.  They  are  Case  11,  removal  of  a  large 
fungating  tumour  which  had  begun  within  the  eyeball  ; 
Case  14,  excision  of  a  shrunken  eye  previous  to  the 
removal  of  a  rodent  cancer  of  the  eyelid  ;  and  Case  20, 
excision  of  the  eye,  together  with  a  considerable  tumour 
growing  from  the  optic  nerve. 

Returning  to  our  subject  ;  if  the  meningitis  had  been  a 
mere  coincidence,  or  if  it  had  been  set  up  by  the  disease 
of  the  eye  and  not  by  the  operation  of  excision,  we  should 
expect  it  now  and  then  in  other  ophthalmic  cases.  I  have, 
however,  found  accounts  of  only  three  or  four  such,  and 
in  each  of  them  the  meningitis  followed  an  operation  on 
the  eyeball.      These  cases  will  be  referred  to  again. 

In  the  cases  of  meningitis  following  excision  of  the  eye 
we  find  much,  though  by  no  means  complete,  uniformity 
in  the  local  conditions.      (1)  Thus  in    at  least  thirteen  of 

*  Table,  Cases  1,  2,  3,  5,  13,  21,  27,  28. 
t  7,  9,  16,  22. 

X  '  Brit.  Med.  Journ.,'  1884,  ii,  p.  1273. 

§  P.S. — The  addition  of  five  other  cases,  not  known  to  me  before  the  paper 
was  read,  brings  the  total  to  thirty-five.     (See  Appendix.) 
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the  twenty-three  where  the  point  is  mentioned,  a  recent 
perforation  of  the  eyeball  had  taken  place,  either  by 
wound,  operation,  or  ulceration  of  the  cornea.*  In  five 
otherst  perforation  had  occurred  some  time  previously, 
and  thus  we  have  only  five  of  the  twenty-two  in  which  it 
is  certain  that  no  previous  infection  of  the  eyeball  by  air 
or  instruments  had  been  possible,!  and  of  these  five,  one 
(20)  has  been  mentioned  as  possibly  belonging  to  a 
different  category.  (2)  The  state  of  the  eye  at  the  time 
of  excision  is  mentioned  in  twenty- seven  of  the  series  ;  in 
just  one  half  of  these,  or  fourteen  cases, §  there  was  one 
stage  or  another  of  suppurative  panophthalmitis,  often 
recent,  but  occasionally  of  several  weeks^  standing,  and  in 
several  others  (all  fatal)  the  eye  was  congested  and  painful 
if  not  actuallyinflamed.il  Although  certain  cases^  show 
that  advanced  inflammation  of  the  excised  eye  is  not  a 
necessary  forerunner  of  the  fatal  meningitis,  it  is  worth 
noting  that  in  three  of  the  four  non-fatal  cases  the  eye 
was  little,  if  at  all,  inflamed.**  It  is  well-known  that  von 
Graefe  many  years  agoft  declared  strongly  against  the 
excision  of  suppurating  eyeballs  on  the  ground  that  menin- 
gitis was  to  be  feared  when  the  eye  was  in  that  condition. 
"Wider  experience  leads  us  to  conclude,  provisionally, 
from  the  figures  I  have  mentioned,  that  the  fact  of  the 
eye  having  been  wounded,  or  otherwise  perforated,  is  of 
much  more  importance  than  the  presence  of  visible  pus. 
But  the  data  for  a  true  comparison  are  not  yet  at  hand, 
since  we  do  not  know  what  proportion  of  all  excised  eyes 
are  in  a  state  of  suppurative  inflammation,  what  proportion 
wounded,  &c.  In  respect  to  suppurative  panophthalmitis 
I  believe  that  von   Gri'aefe's  injunction  was,  and   still   is, 

*  7,  8,  9,  11,  13,  16,  18,  19,  22,  23,  24,  25,  29. 

t  5,  6,  10,  14,  17. 

X  4,  12.  20,  21,  30. 

§  1,  2,  5,  6,  8,  11,  15,  16,  18,  19,  22,  23,  25,  29. 

II   10,  12,  13,  17,  26,  30. 

^  Such  as  Nos.  10,  12,  17,  and  30. 
**  7,  9,  22. 
ft  Von  Graefe, '  Zehender's  Klin.  Monatsbl.  f.  Augenheilkunde,'  1863,  p.  456. 
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widely  followed  on  the  Continent,  and  that  there  such 
eyes  have  usually  not  been  removed  ;  whilst  in  our  own 
country  such  eyes  have  been,  and  are,  very  freely  excised. 
Yet  this  habit  has  not  brought  upon  us  here  any  dispro- 
portionate quantity  of  meningitis,  so  far  at  least  as  pub- 
lished cases  show.  (3)  The  relation  in  time  between  the 
excision  and  the  onset  of  head  symptoms  is,  with  a  few 
exceptions,  so  uniform  as  to  exclude  the  idea  of  mere 
coincidence.  This  interval  is  stated  in  twenty-one  of  the 
thirty  cases  ;*  in  eleven  it  was  twenty-four  hours  or  less, 
in  five  others  between  twenty -four  and  forty-eight  hours, 
and  in  only  fourf  more  than  forty-eight  hours  (see  Table 
below).  The  duration  of  the  fatal  illness  varied  a  good 
deal,  and  seems  to  have  borne  but  little  relation  to  the 
period  of  its  onset  (see  Table), 

Interval  hetween  excision  and  onset 


Case. 

of  meiiingiiic  symptoms. 

Duration  of  illness  when  fatal. 

1 

No  note 

No  note. 

2 

No  note 

No  note. 

3 

No  note 

No  note. 

4 

3  days  (72  hours) 

48  hours. 

5 

8  days 

48  hours. 

6 

24  houi's 

50  hours. 

7 

36  hours 

Recovered. 

8 

3k  days 

6  days. 

9 

36  hours 

Recovered. 

10 

24  hours 

8  days. 

11 

No  note 

No  note. 

12 

A  few  hours 

40  hours. 

13 

30  hours 

4i  days. 

14 

"Never  rallied" 

6  days  after  excision. 

15 

"Never  rallied" 

8  days  after  excision. 

16 

24  hours 

Recovered. 

17 

24  hours 

4  days. 

18 

24  hours 

7  days. 

19 

44  hours 

75  hours. 

20 

5  days 

8  days. 

21 

No  note 

5  days  after  excision. 

22 

24  hours 

Recovered. 

23 

24  hours 

6  days. 

*  4,  5,  6,  7,  8,  9,  10,  12,  13,  14,  15,  16,  17,  18,  19,  20,  22,  23,  24.  29.  30, 
t  5, 8,  20,  30. 
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IntervHl  between  excision  and  onset 


Case. 

of  meningitic  symptoms 

Duration  of  illness  when  fatal. 

24 

24  hours  or  less 

6  days. 

25"^ 

26 

27'      • 

28J 

— 

No  note  in  any  of  these 

cases. 

29 

36  hours 

5^  days. 

30 

4  days  (or  "  4th  day ' 

')     - 

5  days. 

The  occurrence  of  the  meningitis  does  not  bear  any 
evident  relation  either  to  the  sex  or  age  of  the  patient. 
The  youngest  patient  was  only  one  year  old. 

There  is  less  constancy  than  might  be  expected  in  the 
distribution  of  the  meningeal  inflammation  ;  particulars  are 
given  in  eighteen  cases.  In  most  the  meningitis  was  basic, 
but  in  many  the  convexity  was  affected  too  ;  whilst  in  three* 
the  disease  was  confined  to  that  part,  the  base  being  quite 
free.  In  severalf  the  disease  was  specially  marked  on  the 
side  of  the  excised  eye,  and  more  at  the  anterior  part  than 
elsewhere  ;  in  a  still  larger  number,  however,  J  it  was 
equal  on  the  two  sides  ;  whilst  in  two  cases  §  the  lymph 
was  actually  more  abundant  on  the  side  opposite  to  the 
inflamed  eye. 

The  earlier  cases  shed  but  little  light  upon  the  mode  of 
origin  of  the  meningitis,  and  although  careful  microscopical 
examinations  have  been  made  in  some  of  the  more  recent 
cases  we  can  hardly  say  that  this  question  has  been  fully 
answered.  There  would  seem  scarcely  any  doubt  that  the 
meningitis  is  due  to  infection,  and  in  accordance  with 
modern  views  we  should  expect  contamination  of  the 
orbital  wounds  by  germs,  rather  than  by  pus  from  the 
eye  ;  a  view  in  harmony  with  the  experience  that  the 
disease  has  often  occurred  without  any  suppuration  in  the 
eye  or  orbit.  Although  it  is  natural  to  suppose  that  the 
morbid  process  travels  up  the  sheath  of  the  optic  nerve, 
we  find  but  little  positive  evidence  of  this ;  and  in  several 
cases  [I  it  is  expressly  stated  that  there  was  no  microscopic 

*  8,  14,  15.  t  6,  8,  10,  14,  15.  %  4,  18,  19,  20,  23,  24,  30. 

§  17, 19.  li  4,  6,  8,  10,  14,  17. 
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evidence  whatever  of  the  inflammation  within  the  skull 
having  been  derived  from  the  orbit  by  any  channel.  In 
Case  15,  however,  the  sheath  of  the  optic  nerve  and  the 
pia  mater  near  the  sphenoidal  fissure  were  congested, 
although  free  from  the  lymph  which  covered  a  great  part 
of  the  convexity ;  in  Cases  18,  19,  and  23  there  was 
microscopical  inflammation  in  and  around  the  nerve  (but 
there  was  similar  neuritis  of  the  opposite  optic  nerve 
in  all  these  cases)  ;  in  Case  29  (where  there  was 
thrombosis  of  the  cavernous  sinus)  there  was  pus  with 
micro-organisms  about  the  fifth  and  sixth  nerves  with 
little  or  no  change  in  the  optic  nerve.  It  would  be  very 
interesting  to  know  whether  either  coarse  or  fine  signs 
of  inflammation  are  found  in  the  sheath  of  the  seventh 
nerve  when  meningitis  follows  fracture  of  the  petrous  bone, 
or  whether  the  current  statement  that  the  disease  follows 
this  path  is  based  merely  on  probability.  Passing  to  the 
veins  and  cellular  tissue,  we  find  only  three  cases*  with 
thrombosis  of  the  sinuses  ;  in  another  (12)  there  was  orbital 
cellulitis  ;  in  another  (18)  the  onset  of  meningitic  symptoms 
was  quickly  followed  by  an  erysipelatous  blush  which  spread 
from  the  eyelids  of  the  excised  eye  to  the  cheek  and  over 
to  the  opposite  cheek,  but  disappeared  two  or  three  days 
before  death.  In  Cases  20  and  30  the  tissues  at  the  back 
of  the  orbit  are  described  as  sloughy  and  diphtheritic, 
looking  at  the  post-mortem  examination,  and  it  may  be 
noted  that  the  patient  lying  in  the  next  bed  to  Case  30 
was  attacked  by  erysipelas  almost  at  the  same  time. 

In  spite  of  the  rarity  of  thrombosis  in  these  cases,t  and 
the  entire  absence  of  pytemia,  it  has  occurred  to  me  that 
the  meningitis  may  still  in  some  of  them  be  an  affair  of 
the  veins.  Owing  to  the  free  communications  between 
the  veins  of  the  orbit,  the  face,  the  pterygo-maxillary 
fossa,  and  the  cavernous  sinus,  it  seems  most    probable 

*  6,  10,  29. 

+  When  thrombosis  of  the  cavernous  sinus  occurs  as  an  independent 
"  disease,"  there  is  often  precedent  disease  of  the  sphenoid  bone.  These  cases' 
are  rare.     (De  Lapersonne,  '  Archiv  d'Ophth.,'  T.  5,  Ml,  1885.) 
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that  the  blood-current  in  these  veins,  which  must  at  the 
best  be  sluggish,  may  at  times  be  reversed.  Such  a 
reversal,  which  would  be  more  likely  to  take  place  in  the 
recumbent  posture,  and  when  the  tributary  stream  from 
the  orbit  had  been  cut  off,  might  serve  to  carry  thrombi 
throug'h  the  cavernous  sinus  upwards  towards  the  convexity 
of  the  brain  instead  of  into  the  jugular.  I,  of  course, 
would  not  suggest  that  this  is  the  only,  nor  indeed  the 
usual,  mode  of  origin  of  the  meningitis  we  are  considering  ; 
but  if  such  a  process  of  local  pyaemia  be  possible  occa- 
sionally, it  would  permit  us  to  understand  why  the  menin- 
gitis is  now  and  then  strictly  confined  to  the  convexity, 
and  why  patches  of  lymph  separate  from  the  main  menin- 
gitic  area  are  sometimes  found.  However  this  may  be,  all 
will  doubtless  agree  that  we  ought  carefully  to  guard 
against  the  retention  and  decomposition  of  orbital  dis- 
charges after  excision  of  the  eyeball,*  and  the  more  so  in 
proportion  to  the  degree  of  inflammation  and  oedema 
present.  The  tight  bandage  usually  applied  to  check 
oozing  of  blood  should  never  be  left  on  for  more  than  four 
or  five  hours,  and  it  might  often  be  dispensed  with 
altogether  when  the  orbital  tissues  are  brawny  from 
inflammation,  for  in  that  condition  there  is  often  even  less 
bleeding  than  usual.  If  I  am  right  in  believing  that  very 
few  cases  of  this  meningitis  have  hitherto  happened  in 
London,t  and  in  stating  that  the  general  habit  here  has 
been  to  give  free  exit  to  discharges  within  a  very  short 
time  of  the  operation,  these  two  facts  may  be  in  some 
degree  related  as  cause  and  effect.  I  hope  that  we  shall 
hear  what  the  members  of  this  Society  have  to  say  upon 
each  of  these  points  this  evening. 

Without  assigning  too  much  weight  to  contributory 
causes  it  should  be  mentioned  that  complications  of  one 
kind  or  another  were  present  in  several  cases.      In  Case  17, 

*  Priestley  Smith,  '  Ophth.  Review,'  vol.  iv,  p.  39  (1885). 

t  I  know  of  only  two  cases  in  London,  viz.  Mr.  Wordsworth's  and  my  own, 
read  this  evening  (Cases  17  and  19  in  the  Tables).  P.S. — To  these  Mr.  Tay's 
case  must  now  be  added. 
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menstruation  began  on  the  same  day  as  the  head  symptoms, 
and  in  Case  18  it  came  on  during  the  illness  ;  in  Case  8 
an  old  cerebral  hemorrhage  of  large  extent  was  found  in 
the  substance  of  one  hemisphere,  and  in  Case  19  there 
had,  as  recorded  this  evening,  been  a  previous  attack  of 
meningitis.  Case  16  was  suffering  at  the  time  from  a  severe 
scald  and  compound  fracture.  In  two  cases  (18  and  19)  the 
kidneys  were  much  congested,  but  a  careful  microscopical 
examination  left  it  doubtful  whether  this  was  anything 
more  than  an  accompaniment  of  the  acute  illness. 

The  preceding  facts  and  considerations  appear  to  justify 
us  in  concluding : 

(1)  That  purulent  meningitis  is,  unquestionably,  in  rare 
instances,  a  direct  result  of  simple  removal  of  the  eyeball. 

(2)  That  in  a  large  proportion  of  these  cases  the  eye 
excised  had  been  accidentally  wounded,  or  otherwise  per- 
forated. 

(3)  That  in  about  one  half  of  the  cases  suppurative 
inflammation,  either  recent  or  of  some  weeks'  duration, 
was  present  in  the  lost  eye  ;  and  that  we  therefore  have  no 
proof  at  present  that  the  excision  of  a  suppurating  eyeball 
is  necessarily  attended  by  more  than  the  average  risk  of 
meningitis. 

(4)  That  the  channel  by  which  the  inflammation  reaches 
the  meninges  has  not  been  fully  made  out,  but  that  there 
are  some  observations  which  point  to  the  peri-neural 
connective  tissues,  especially  of  the  optic  and  sixth  nerves, 
and  other  facts  which  suggest  the  orbital  veins,  as  the 
carriers. 

(5)  That  the  occurrence  of  meningitis  after  excision  of 
the  eye  is  probably  much  favoured  by  all  causes  which  aid 
the  formation  or  hinder  the  escape  of  discharges  from  the 
orbit.  In  one  or  two  cases  erysipelas  of  the  orbital  parts 
has  occurred. 

(6)  That  some  states  of  ill-health,  such  as  menstruation, 
and  the  previous  occurrence  of  cerebral  disease,  may, 
perhaps,  act  as  predisposing  causes. 

(7)  That  the  risk  of  meningitis    after  excision   of    the 
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eye,  already  extremely  small,  may  probably  be  mucli 
diminished  by  further  precautions,  and  that,  although  a 
case  of  this  kind  may  still  occur  at  long  intervals,  we 
ought  not,  having  regard  to  the  important  benefits  which 
excision  of  the  eye  confers,  to  allow  this  contingency  to 
restrict  in  any  serious  degree  the  frequency  with  which  we 
perform  it.  With  regard  to  evisceration,  which  may 
perhaps  be  less  likely  than  excision  to  cause  meningitis,  I 
confess  to  misgivings  that  the  stump  may  sometimes  set 
up  sympathetic  disease  ;  and  this  point  cannot  be  cleared 
up  until  the  operation  has  been  performed  on  a  large  scale 
over  a  period  of  several  years. 

Allusion  has  been  made  to  some  extremely  rare  cases 
where  meningitis  followed  other  operations  on  the  eyeball ; 
I  can  find  only  four  such,  and  in  only  one  of  them  was  a 
post-mortem  examination  made.  They  were  briefly  as 
follows : 

Case  1. — Dr.  Warlomont  narrated  at  the  meeting  of  the 
Heidelberg  Society  in  18G3*  the  case  of  an  infant  about 
a  year  old  which  died  after  a  needle  operation  for  opaque 
capsule  in  the  right  eye.  Two  previous  solution  operations 
for  congenital  cataract  had  been  performed  on  each  eye 
with  no  other  trouble  than  slight  iritis  in  the  right.  This 
(right)  eye,  after  being  needled  a  third  time,  inflamed 
violently,  the  pupil  becoming  blocked  with  puro-lymph; 
at  the  same  time  the  child  became  ill,  with  constant 
vomiting,  restlessness,  hot  skin  and  quick  pulse,  and  it 
died  comatose  four  days  after  the  operation.  No  post- 
mortem examination.  It  was  in  the  discussion  on  this 
case  that  von  Graef e  made  his  famous  statement  about  the 
danger  of  excising  suppurating  eyes. 

Case  2. — At  the  same  meeting  Dr.    Knapp   mentioned 

the  case  of  a  woman,  eet.  70,  who  died  on  the  seventh  day 

after  extraction  of  cataract,  the  eye  having  done  well ;  no 

particulars  of  the  illness  and  no  post-mortem  examination, 

*  '  Warlomont,  Zehender,  '  Kliu.  Mouatsbl.  f.  Augenheilk.,'  1863,  p.  455. 
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but    Knapp    looked  upon   the  case   as  belonging   to   the 
group  then  under  discussion. 

Case  3. — In  1871,  Mr.  Waren  Tay  performed  iridectomy 
for  chronic  inflammatory  glaucoma  in  the  left  eye  of  a 
woman,  set.  68,  who  had  two  years  previously  had  cataract 
extracted  from  each  eye  ;*  some  membrane  in  the  right 
pupil  was  torn  at  the  same  time  and  the  eye  remained 
quiet.  The  pain  in  the  left,  relieved  for  a  short  time  by 
the  iridectomy,  returned  in  thirty- six  hours.  Then  followed 
inflammatory  swelling  of  lids,  fi-esh  bleeding  in  front  of 
the  iris,  and,  in  a  few  days,  suppuration  of  the  cornea,  with 
a  good  deal  of  purulent  discharge,  but  cessation  of  pain. 
Although  she  became  very  feeble  her  general  state  im- 
proved during  the  succeeding  few  days,  but  early  on  the 
thirteenth  day  after  the  iridectomy  she  had  a  short  sharp 
rigor,  and  died  during  the  following  night.  The  tempera- 
ture a  few  hours  before  death  was  106°,  pulse  148,  and 
respirations  75. 

At  the  examination  abundance  of  pus  was  found  in  and 
under  the  pia  mater,  covering  almost  the  whole  cerebellum 
(especially  on  the  left  side),  and  a  smaller  quantity  on  the 
pons  and  in  the  right  Sylvian  fissure ;  the  ventricles 
contained  puriform  fluid  and  showed  many  extravasations. 
The  upper  and  lateral  surfaces  of  the  hemispheres,  and  the 
parts  about  the  optic  nerves  were  apparently  quite  healthy. 
In  the  hinder  part  of  the  left  orbit  was  a  collection  of 
blood-stained  pus  without  definite  abscess  wall.  On 
opening  the  sheath  of  the  optic  nerve  in  the  orbit  pus  was 
found  within  it,  but  none  could  be  seen  at  or  around  the 
intra-cranial  cut  ends  of  the  nerve.  The  eyeball  itself 
contained  a  blood-clot.  The  tissues  of  the  other  orbit 
were  healthy.  There  was  advanced  granular  disease  of 
the  kidneys,  the  liver  was  fatty  and  the  lungs  congested. 

Case  4. — Snellenf  relates  that  a  man,  set.  27,  received  a 
wound  of  the  left    cornea  and  lens,   not   involving  ciliary 

*  Tay,  '  Ophth.  Hosp.  Reports,"  vii,  506. 

t  Snellen,  '  Traus.  of  luternatl.  Med.  Congress,'  1881,  iii,  31. 
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region.  When  seen,  three  weeks  after  the  injury,  there 
was  purulent  infiltration  of  cornea  and  lens.  Six  weeks 
after  the  injury  the  lens  was  let  out  to  relieve  pain  and 
tension ;  a  few  days  after  this  sympathetic  cyclitis  of  the 
other  eye  had  declared  itself.  He  then  became  ill  with 
severe  headache  and  delirium,  and  got  totally  deaf ;  the 
sympathetic  disease  progressed,  and  the  eye  eventually 
shrank,  and  although  he  gradually  recovered  good  health 
he  remained  totally  blind  and  totally  deaf.  The  injured 
eye  was  removed  some  days  after  the  onset  of  the  sympa- 
thetic disease  and  of  the  head  symptoms  ;  the  choroid  was 
thickened  and  infiltrated. 

The  subject  of  meningitis  from  excision  of,  or  from  other 
operations  upon,  the  eyeball  can  scarcely  be  left  without 
an  allusion  to  sympathetic  disease.  In  Cases  5  and  6  of 
fatal  meningitis  following  enucleation,  sympathetic  irido- 
cyclitis of  the  other  eye  had  set  in  before  the  damaged  eye 
was  removed,  and  therefore  a  considerable  time  before  the 
symptoms  of  meningitis  began  ;  and  in  Snellen's  case  of 
non-fatal  meningitis  after  wound  of  eyeball,  just  related, 
we  are  left  to  infer  that  the  sympathetic  inflammation 
appeared  before,  rather  than  after,  the  onset  of  meningitic 
symptoms.  Such  examples  as  these  are  of  particular 
interest  at  the  present  time,  since  they  appear  to  be  incon- 
sistent with  the  theory  (Deutschmann)  that  sympathetic 
ophthalmitis  travels  from  eye  to  eye  by  way  of  the  optic 
nerve  or  its  meningeal  coverings. 

{January  28th,  1886.) 
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Mr.  Priestley  Smith. — Two  of  tlie  cases  in  Mr.  Nettle- 
ship's  list  are  mine.  In  the  first^  death  occurred  ;  in  the 
second,  the  patient  was  for  a  time  in  imminent  danger,  and 
recovered  only  after  a  prolonged  attack  of  meningitis.  I 
have  placed  details  of  these  cases  on  record  {'  Ophth.  Eev./ 
vol.  iv,  p.  39).  The  second  case  made  a  strong  impression 
on  my  mind  as  showing  the  danger  of  imprisoning 
discharges  in  the  wound,  and  the  rapid  improvement  which 
may  follow  a  prompt  cleansing  of  the  cavity  ;  the  tempera- 
ture had  risen  to  104'6°  (40'3^  C),  when  the  dressings 
were  removed  and  injections  of  the  wound  with  a  warm 
solution  of  permanganate  of  potash  begun,  but  thereupon 
fell  steadily  to  the  normal.  I  believe  that  the  danger 
which  attends  enucleation,  especially  in  presence  of 
suppurative  conditions,  may  be  entirely  or  almost  entirely 
banished  by  the  adoption  of  three  very  simple  measures  : 
1.  At  the  close  of  the  operation  when  the  bleeding  has 
nearly  stopped,  powdered  iodoform  is  dusted  into  the 
wound.  2.  The  temperature  is  taken  night  and  morning 
for  two  days  after  the  operation.  3.  If  the  temperature 
rises  decidedly  above  the  normal,  the  wound  is  syringed 
out  every  few  hours  with  warm  solution  of  permanganate 
of  potash,  or  other  disinfectant.  My  experience  goes  to 
show  that  the  routine  use  of  iodoform  removes  the  danger 
of  febrile  complication  even  when  the  tissues  are  swollen 
and  inflamed,  and  I  do  not  now  hesitate  to  enucleate  a 
suppurating  eyeball.  I  cannot  agree  that  the  suppuration 
should  simply  be  allowed  to  run  its  course,  for  this  entails 
a  long  and  painful  convalescence,  whereas  the  operation 
terminates  the  pain  in  a  few  hours  and  greatly  accelerates 
the  patient's  return  to  his  work.  As  a  further  safeguard 
the  temperature  should  be  watched,  but  if  iodoform  be 
used,  there  will,  I  think,  hardly  ever  be  an  indication  for 
the  use  of  the  syringe. 

Mr.  Brudenell  Carter  said  that  he  had  never  met  with 
a  case  of  meningitis  consecutive  to  enucleation  of  the 
eyeball,  but  that  he  had  always  acted  upon  the  principle 
laid  down  by  von  Graefe,  of  avoiding  enucleation  during 
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the  existence  of  suppurative  ophthalmitis.  He  did  not, 
indeed,  see  the  advantage  of  performing  enucleation  for 
suppurative  ophthalmitis,  since  the  shrunken  remains  of 
the  globe  would  usually  afford  a  better  support  for  an 
artificial  eye  than  the  muscular  stump  left  after  enucleation, 
and  were  scarcely,  even  if  at  all,  liable  to  excite  sympha- 
thetic  ophthalmia.  His  practice  in  suppuration  of  the 
eyeball  was  to  make  free  incisions  through  the  sclerotic 
for  the  purpose  of  relieving  pain,  and  to  defer  anything 
more  than  this  until  the  acute  inflammation  had  subsided. 
Mr.  Nettleship  said  that  he  had  employed  as  an  antiseptic 
a  solution  of  biniodide  of  mercury  ;  but  it  was  worth  while 
to  mention  that  the  preparation  which  had  been  described 
in  some  of  the  journals  in  these  words,  and  which  was 
said  to  be  used  by  M.  Panas  as  an  antiseptic  in  cataract 
operations,  did  not  contain  any  mercury  at  all.  When 
made  according  to  the  published  formula,  either  no 
biniodide  was  dissolved,  or  all  that  was  dissolved  was 
precipitated  by  the  addition  of  water,  and  was  left  behind 
on  the  filter.  The  liquid  which  passed  through  consisted 
only  of  water  with  a  little  alcohol.  AVith  reference  to 
the  supposed  risk  of  the  extension  of  inflammation  through 
the  roof  of  the  orbit  to  the  brain  membranes,  he  might 
mention  a  case  in  which  he  had  been  much  struck  with 
the  completeness  of  the  barrier  to  such  extension  which 
the  roof  of  the  orbit  had  afforded.  In  a  child  who  was 
suffering  continued  severe  pain  from  a  cancerous  mass  in 
the  orbit,  he  cleared  out  the  whole  contents  of  the  cavity, 
dried  the  walls  by  the  actual  cautery,  and  lined  them  with 
chloride  of  zinc  paste,  keeping  the  patient  under  the 
influence  of  morphia  until  the  smart  of  the  cauterisation 
had  subsided.  The  desired  relief  from  pain  was  obtained, 
and  the  child  lived  for  some  weeks  afterwards.  At  the 
post-mortem  examination,  although  the  roof  of  the  orbit 
was  extremely  thin,  the  dura  mater  on  its  upper  surface 
had  not  been  in  the  slightest  degree  affected  by  the 
destruction  of  tissue  on  the  other  side. 

Mr.  M.  McHardy. — The  following  facts,  regarding  my 


476  INTEA-CRANIAL    AFFECTIONS. 

own  practice  and  concerning  certain  hitherto  unpublished 
cases,  appear  to  me  woi'thy  of  supplementing  the  valuable, 
suggestive,  and  carefully  prepared  paper  under  discussion. 
I  never  leave  a  panophthalmitis  to  I'un  its  course  unassisted. 
I  almost  invariably  enucleate  immediately  the  advent  of 
panophthalmitis  is  established  beyond  doubt  in  my  opinion. 
In  less  than  half  a  dozen  instances  I  have  incised  the 
anterior  half  of  the  globe  freely,  instead  of  enucleating, 
either  because  the  patient  refused  enucleation  or  because 
the  front  of  the  eyeball  gave  way  on  the  fixature  being 
applied ;  and  in  the  latter  case  I  deemed  it  undesirable  to 
proceed  with  a  no  longer  urgent  and  now  complicated 
operation. 

One  Derby  Eve  I  enucleated  an  inflamed  spoiled  eye ; 
it  had  been  wounded,  by  the  thrust  of  a  stick,  many 
years  previously,  and  was  exciting  sympathetic  irritation, 
if  not  indeed  inflammation,  in  its  fellow.  The  exciting 
eye  was  far  removed  from  suppurating.  The  patient, 
a  vagabond,  set.  49,  who  discharged  himself  from  hospital 
on  Derby  morning,  attended  the  Derby,  and  died  on  the 
afternoon  of  the  Oaks,  of  acute  suppurative  meningitis 
as  was  established  by  a  post-mortem  examination. 

We  have  here,  then,  an  instance  of  death  ensuing 
from  suppurative  meningitis  within  seventy-five  hours  of 
the  enucleation  of  a  non-suppurating,  long  since  spoiled 
eye,  which,  we  may  infer,  was  exciting  sympathetic  in- 
flammation. 

The  inmate  of  a  lunatic  asylum,  a  young  man,  recently 
rapidly  enucleated,  with  the  aid  of  his  thumb,  one  of  his 
eyeballs  which  he  cast  from  him,  believing  it  to  contain 
an  evil  spirit  and  to  offend.  Suppurative  meningitis  and 
suppurative  inflammation  in  the  orbit  rapidly  ensued,  and 
death  resulted  within  four  days.  Post-mortem  examination 
showed  the  nerve  to  have  given  way  close  to  the  commis- 
sure. It  was  remarkable  that  the  gouged  eyeball  was 
detached  cleanly  from  all  the  tendons  and  other  connect- 
ing tissues   other  than  the  optic  nerve  itself. 

This  case   shows    that,  under   very  exceptional  circum- 
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stances,  fatal  suppurative  meningitis  may  be  the  sequel 
of  the  removal  of  an  absolutely  sound  eyeball. 

On  the  14th  of  October  last  I  performed  a  preliminary 
iridectomy  on  both  eyes  of  a  female,  £et.  81 ;  at  the 
same  time  I  triturated  the  cortex  of  her  left  cataract, 
after  Forster's  plan.  There  was  nothing  exceptional 
to  note,  either  about  the  operations  or  the  eyes,  until 
the  eighth  day,  when  acute  oedema  and  inflamma- 
tion of  the  right  globe,  coming  ou  very  suddenly,  sug- 
gested the  occurrence  of  a  thrombus  or  embolism.  By 
the  24th,  matters  had  developed  so  that  the  diagnosis  of 
acute  and  agonising  panophthalmitis  was  obvious.  For 
the  purpose  of  relieving  her  suffering,  chloroform  having 
been  administered,  I  proceeded  to  enucleate.  However,  I 
desisted  from  enucleating  owing  to  the  impossibility  of 
getting  hold  of  a  fold  of  conjunctiva  as  all  the  peri-ocular 
tissues  were  closely  matted  together  and  adherent  to  the 
sclerotic.  The  blunt-pointed  scissors  readily  passed 
through  the  margin  of  the  softened  cornea,  and  with  them 
I  made  a  crucial  incision  and  cut  off  the  corners  of  the 
flaps  thus  made.  The  lens  escaped  and  revealed  a 
suppurating  interior.  The  wound  was  powdered  with 
iodoform  and  dressed  with  frequently  chang'ed  hot  water 
compresses.  The  temperature  returned  to  normal,  the 
appetite  improved,  and  all  suffering  ceased  from  the  time 
that  the  suppurating  globe  was  opened.  This  patient  died 
suddenly  some  eighty-four  hours  after  the  last  operation. 
No  post-mortem  examination  was  obtainable,  but  the 
death  was  believed  to  be  due  to  a  clot  in  the  pulmonai'y 
artery. 

We  have  here  an  example  of  an  acute  panophthal- 
mitis in  which  enucleation  was  not  performed,  but  in  which 
a  fatal  issue  followed  eighty-four  hours  after  simple 
incision.  I  do  not  pretend  to  trace  any  relation  in  this 
last  case  between  the  operative  treatment  and  the  death. 

As  to  the  dressing  of  an  orbit  after  enucleation  of  the 
globe  : — My  practice  is,  always  to  well  staunch  the  central 
artery  by  a  stream  of  cold  boracic  lotion ;  seldom,  to  bring 
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the  conjunctival  edg-es  together  with  a  twisted  catgut 
suture  ;  never^  to  place  any  sponge  within  the  lids ; 
always,  to  apply  firm  pressure  with  small  fragments  of 
sponge  over  the  orbital  margins,  and  to  avoid  making 
pressure  directly  into  the  socket.  The  object  of  the 
compression  over  the  orbital  margins  is  to  minimise  the 
probability  of  that  disfiguring  subcutaneous  extravasation 
which  is  liable  to  occur  in  persons  of  lax  tissue.  All 
pressure  is  removed  within  five  hours,  and  from  the 
morning  following  the  operation  the  socket  is  kept  cleansed 
by  gentle  syringing  with  tepid  boracic  lotion. 

Mr.  Nettleship's  mention  of  his  futile  attempt  to  extract 
a  dislocated  lens,  though  it  adds  but  another  to  very  many 
similar  disappointments,  induces  me  to  mention  that  I  have 
been  twice  greatly  assisted,  indeed  I  believe  led,  to  the 
successful  removal  of  loose  lenses  by  the  adoption  of  the 
following  simple  and  obvious  mechanical  device,  viz.  a 
bedstead  is  stood  on  the  top  of  a  high  table ;  the  patient 
lies  face  downwards  on  the  bed  with  his  head  projecting 
over  the  end ;  the  operator  lies  on  his  back  on  the  table 
beneath  the  bed  ;  patient  and  operator  are  then  face  to 
face,  and  the  latter  has  every  usual  facility  plus  the  gravi- 
tation of  the  lens  towards  the  cornea,  for  accomplishing 
his  purpose.  Whether  an  ansesthetic  be  given  or  no,  and 
in  such  cases  I  prefer  to  reiy  upon  cocain,  the  patient's 
head  may  readily  be  steadied  by  assistants  ;  while  a  hand- 
kerchief suffices  to  catch  any  dribblings. 

Mr.  HiGGENS  thought  that  the  fact  of  one  half  the 
reported  cases  having  followed  excision  of  suppurating 
eyeballs,  was  very  strong  evidence  in  favour  of  suppura- 
tion having  something  to  do  with  the  occurrence  of 
meningitis.  He  had  never  seen  a  case,  but  then  he  had 
never  excised  a  suppurating  globe.  It  had  always 
appeared  to  him  that  such  a  proceeding  was  liable  to  be 
followed  by  some  such  trouble  as  that  under  consideration. 
"With  regard  to  dressings  after  excision,  he  never  put 
anything  within  the  eyelids  and  never  kept  the  orbit 
tightly   bandaged  for  more  than  three  or  four  hours  after 
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the  operation.  He  considered  that  the  first  step  towards 
diminishing  the  number  of  cases  of  meningitis  after  excision 
of  the  eyeball  was  to  leave  suppurating  globes  to  suppurate. 
Mr.  Edgar  Browne. — At  the  last  meeting  Mr.  Brudenell 
Carter  had  drawn  attention  to  certain  difficulties  en- 
countered by  Messrs.  Corby n  in  their  endeavour  to  prepare 
a  solution  of  biniodide  of  mercury  according  to  the  direction 
of  Dr.  PanaSj  of  Paris.  After  dissolving  the  biniodide  of 
mei'cury  in  the  specified  quantity  of  alcohol,  adding  water 
and  filtering,  chemical  tests  indicated  the  presence  of 
alcohol,  but  not  of  mercury.  Messrs.  Clay  and  Abraham 
have  repeated  the  experiments  for  me,  and  we  found  the 
mercury  at  first  somewhat  difficult  of  detection.  This  pos- 
sibly may  have  been  due  to  not  fully  realising  the  extreme 
dilution  of  the  solution.  It  is  1  in  20,000,  and  owing  to 
the  high  atomic  weight  of  iodine  probably  only  contains 
mercury  equal  to  1  in  40,000  of  a  solution  of  perchloride. 
Taking  this  latter  solution  as  a  standard  it  will  be  found 
that  the  solution  of  biniodide  treated  with  sulphuretted 
hydrogen  has  about  an  equal  amount  of  precipitate.  The 
solution  may  probably  be  regarded  rather  as  aseptic  than 
as  antiseptic.  The  condition  being  produced  by  the  iodide 
in  an  extremely  fine  state  of  subdivision  settling  down  and 
carrying  with  it  bacteria,  &c.,  acting  in  fact  mechanically 
in  the  manner  recently  demonstrated  by  Dr.  P.  Franklin 
in  his  experiments  on  the  sterilisation  of  water  by  agitating 
certain  solid  particles  therein  (vide  '  Journal  of  Chemical 
Industry,'  December  29th,  1885).  Possibly  trial  may 
show  this  solution  to  be  a  non-iritating  fluid  that  may 
render  the  conjunctival  secretions  aseptic,  aud  if  so  it  will 
be  extremely  valuable  for  use  in  cataract  extractions. 

Dr.  Mules  restricted  his  observations  to  the  operative 
procedures  suggested  by  Mr.  Nettleship.  In  his  opinion 
enucleation  of  an  acutely  suppurating  globe  under  any 
safeguards  was  to  be  deprecated.  At  the  present  time 
evisceration  held  the  ground  it  had  already  won,  no 
case  being  recorded  where  ill  effects  had  followed  ;  under 
these    circumstances    enucleation    was    a  retrograde  step 
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which  had  not  only  nothing  to  recommend  it,  but  had 
already  caused  the  loss  of  thirty  lives — probably  many 
more  ;  if  there  was  no  other  operation,  an  accidental  death 
might  be  condoned,  but  with  evisceration  as  an  alternative 
enucleation  appeared  unjustifiable. 

Mr.  GuNN. — I  am  surprised  to  find  that  so  many 
members  of  this  Society  believe  in  the  danger  of  excising 
suppurating  eyeballs.  My  experience  has  certainly  not 
been  in  support  of  such  a  belief.  Out  of  considerably 
more  than  a  thousand  cases  of  excision  that  I  have  seen 
performed  at  Moorfields,  in  many  of  which  the  globe  was 
suppurating,  this  case  now  brought  forward  by  Mr.  Nettle- 
ship  is  the  first  followed  by  a  fatal  result  traceable  in  any 
degree  to  the  operation. 


2.  Partial   destruction  of  optic    chiasma  by  pressure  of  a 
sarcomatous  tumour  springing  from  the  pituitary  fossa. 

By  A.  Quarry  Silcock,  M.D. 

The  patient,  a  female  aet.  25,  was  admitted  to  St. 
Mary's  Hospital  in  a  state  of  coma,  and  died  a  few  hours 
afterwards.  The  cause  of  death  was  acute  tubercular 
meningitis. 

She  had  gained  her  living  by  sewing,  having  never 
(according  to  the  account  given  by  her  sister  with  whom 
she  lived)  suffered  from  any  defect  of  sight  until  three 
days  prior  to  her  death,  when  headache  forced  her  to  give 
up  her  work.  She  is  said  to  have  been  able  to  do  very 
fine  needlework. 

Brain  showing  condition  of  chiasma.  Both  optic  nerves 
were  the  seat  of  inflammatory  infiltration,  but  so  far  as 
examined,  there  was  no  evidence  of  atrophic  or  other 
chronic  degenerative  change  in  them. 

The  tumour  is  a  round-celled  sarcoma. 

[Card  specimen.      December  10th,  1885.) 
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3.  A  case  of  amhlyopia  due  most  probahly  to  retro-hulhar 
neuritis,  following  a  severe  attack  of  rheumatic  fever  with 
delirium,.      No  changes  in  fundus  or  other  symptoms. 

By  John  R.  Lunn. 

Mb.  Godfrey  P — ,  get.  18,  single,  came  to  me  on  Decem- 
ber 8th  (two  days  ago),  complaining  lie  could  not  see  with 
his  left  eye,  which  had  been  blind  for  six  months. 

About  six  months  ago  he  was  laid  up  with  rheumatic 
fever  in  America,  and  was  delirious  for  three  or  four 
days,  and  all  his  fi'iends  thought  he  was  going  to  die,  and 
he  was  apparently  very  ill.  State  of  eyes  when  he  came 
to  me  : 

„    (  K.  |-g  reads  1  J. 

^•(l.  ^justp.  1. 

Both  pupils  act  well  to  light,  and  regular  in  outline,  T. 
n.  No  changes  in  fundus  with  ophthalmoscope.  No 
improvement  with  the  aid  of  glasses.  The  patient  states 
he  never  has  had  syphilis  or  an  injury  to  his  head,  and 
always  enjoys  excellent  health.  No  physical  signs  in 
chest.  A  mixture  of  Potassae  lodidi  and  Mist.  Alba  was 
ordered  him,  with  blisters  to  the  back  of  the  ears. 

December  9th,  1885. — The  patient  came  to  me  very 
pleased,  saying  he  could  see  much  better  since  the  atropine 
drops,  and  had  only  taken  two  doses  of  the  medicine.  V., 
L.  -j^  reads  20  J. 

{Card  specimen.      December  10th,  1885.) 
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4.  Injury  to  eyeball,  suppuration  of  vitreous  at  the  end  of 
ten  days  ;  enucleation  of  globe  thirteenth  day  ;  death  on 
seventeenth  day  ;  general  meningitis. 

By  Waeen  Tay  and  J.  B.  Lawford. 

Charles  S — ,  aet.  9,  was  admitted  into  the  Nortli- 
Eastern  Hospital  for  Cliildren,  under  the  care  of  Mr. 
Waren  Tay,  December  22nd,  1885. 

The  cause  of  admission  was  a  small  wound  of  the 
sclerotic  of  the  right  eye  to  the  inner  side  of  the  cornea, 
rather  below  the  horizontal  line,  and  apparently  decidedly 
beyond  the  ciliary  region.  The  wound  was  almost  circular, 
and  seemed  due  to  the  penetration  of  some  foreign  body. 
Some  vitreous  was  escaping  from  the  wound.  It  was 
stated  that  a  piece  of  clay  had  been  thrown  at  the  boy. 
A  solution  of  atropine  was  dropped  into  the  eye,  and  cold 
compresses  applied. 

The  eye  remained  perfectly  quiet  apparently,  and  the 
case  seemed  doing  well  for  the  first  ten  days.  At  the  end 
of  that  time  (January  1st,  1886),  he  complained  of  pain 
in  the  eye  and  was  restless.  A  blister  was  applied  to  the 
right  temple.  The  next  day  the  iris  was  seen  to  be 
muddy.      The  child  was  more  restless  and  vomited. 

The  next  day,  January  3rd  (13th  day),  the  vitreous  was 
evidently  becoming  aifected,  and  on  illumination  with  the 
ophthalmoscope,  films  could  be  seen  floating.  The  consent 
of  the  parents  having  been  obtained,  the  globe  was 
removed  in  the  evening.  The  whole  vitreous  was  found 
in  a  state  of  commencing  suppuration.  The  retina  was 
thickened  and  unrecognisable,  and  at  the  situation  of  the 
wound  there  was  a  mass  of  lymph  apparently  beginning 
to  contract  and  pucker  in  the  sclerotic. 

The  boy's  temperature  during  these  twelve  days  had 
been  practically  normal,  varying  from  97'8    to  98"6°. 

At  the  time  of  the  operation  the  boy  seemed  weak  and 
ill)  and  somewhat  drowsy,  but  the   symptoms   were  attri- 
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bated  to  the  evident  commencing  suppuration  of  the 
contents  of  the  right  eyeball. 

The  next  day  (January  4th)  he  was  feeble,  restless,  and 
scarcely  conscious  and  was  repeatedly  sick.  His  symptoms 
were  attributed  to  the  effects  of  the  chloroform,  as  he  had 
not  seemed  thoroughly  to  rally  since  the  operation.  His 
temperature  in  the  morning  was  99*4°,  and  in  the  evening 
102°  (twenty-four  hours  after  operation). 

On  January  5th  (15th  day)  the  boy  was  much  more 
unconscious,  sometimes  muttering  to  himself  and  picking 
at  the  bed-clothes.  He  would,  however,  put  out  his  tongue 
when  told.  It  was  dry  and  brown.  His  temperature  in  the 
morning  was  102*6°,  in  the  evening  102°. 

The  next  day  (January  6th)  he  was  much  worse.  His 
temperature  in  the  morning*  was  103" 8°,  in  the  evening 
102°.      January  7th  (17th  day)  he  died. 

Throughout,  the  state  of  the  orbital  tissues  on  the  right 
ftide  had  seemed  perfectly  satisfactory,  and  no  sign  of  any 
affection  of  the  left  eye  could  be  detected.  No  ophthal- 
moscopic examination,  however,  was  made. 

A  post-mortem  examination  was  made  by  Mr.  Green, 
the  pathologist  to  the  hospital,  to  whom  we  are  indebted 
for  the  notes  of  the  case  during  life,  and  the  appearances 
after  death.  Dr.  Pasteur  was  present  at  the  post-mortem 
examination. 

Evidences  of  extensive  meningitis  were  found  in  the 
upper  surfaces  of  both  hemispheres  as  well  as  at  the  base. 
The  chief  parts  affected  were  the  cerebellum  and  its 
vicinity  and  the  interpeduncular  space.  The  right  side 
was  not  more  affected  than  the  left,  and  there  was  no 
special  reason,  from  the  naked-eye  appearances,  to  suppose 
that  the  inflammation  had  started  from  the  right  orbit. 
The  cavernous  sinus  on  each  side  was  carefully  examined, 
but  nothing  abnormal  was  fovind.  There  was  a  clot  in  the 
superior  longitudinal  sinus.  There  was  no  evidence  of 
tubercle. 

The  following  is  a  more  detailed  account  of  the  post- 
mortem appearances: 
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In  the  superior  longitudinal  sinus  was  a  considerable 
quantity  of  partially  decolorised  clot^  mostly  post  mortem, 
but  a  small  portion,  about  a  third  of  an  inch  long,  was 
firmer  than  the  rest,  and  was  seen  to  extend  into  the 
orifices  of  some  of  the  veins  opening  into  the  sinus.  It 
was  adherent,  and  had  the  appearance  of  having  been 
formed  during  life.  It  was  situated  about  the  level  of  the 
upper  end  of  the  fissure  of  Kolando.  No  thrombus  was 
found  in  the  cavernous  or  any  other  sinus. 

There  was  general  meningitis,  evidenced  by  patches  of 
yellowish  lymph  situated  on  each  fore-frontal  lobe,  at  the 
upper  end  of  the  fissure  of  Rolando  and  in  the  fissure  of 
Sylvius  on  each  side.  At  the  base  there  was  also  much 
meningitis,  most  extensive  about  the  interpeduncular  space, 
and  on  the  cerebellum.  Large  patches  were  seen  on  both 
surfaces  of  the  latter.  There  was  no  evidence  of  tubercle. 
There  was  excess  of  fluid  at  the  base,  and  the  lateral 
ventricles  were  a  little  distended,  but  not  markedly  so. 
There  was  distinct  effusion  of  lymph  along  the  vessels 
running  between  the  corpus  striatum  and  the  optic 
thalamus.  There  was  no  lymph  on  the  under  surface  of 
the  frontal  lobes. 

There  were  old  adhesions  of  the  right  pleura,  and 
there  was  hypostatic  congestion  well  marked  along  the 
posterior  border  of  both  lungs  and  some  haemorrhage 
into  the  substance  of  the  upper  lobe  of  the  right  lung. 
The  other  organs  were  normal. 

The  tissues  at  the  back  of  the  right  orbit,  the  back  of 
the  left  eyeball,  the  optic  nerves,  commissure,  and  adjacent 
parts  were  saved  for  further  examination. 

Mr.  Lawford  reports  : 

"  Microscopic  examination. — The  contents  of  the  right 
orbit,  which  had  been  removed  and  hardened  en  masse, 
were  examined  by  making  transverse  sections  of  the  whole 
stump.  In  those  made  at  anterior  part,  near  the  cut  end 
of  the  optic  nerve,  the  inter-sheath  space  of  the  nerve  was 
large   and  filled  by  effusion,  chiefly  red  blood-cells,   but 
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containing  also  a    not    inconsiderable    number    of    small 
deeply  staining  cells. 

"  In  the  tissues  surrounding  the  optic  nerve  there  was 
some  extravasated  blood,  but  the  smaller  leucocyte-like 
cells  were  scarcely  noticeable.  These  appearances  extended 
but  a  short  distance  up  the  nerve.  The  ciliary  nerves, 
which  were  cut  across  at  the  back  of  the  eye,  showed  no 
changes,  nor  was  there  any  recognisable  alteration  in  the 
vessels. 

''  In  the  sections  of  optic  nerve  and  its  surroundings 
immediately  anterior  to  the  optic  foramen,  no  changes 
could  be  discovered.  The  ophthalmic  artery  and  vein 
were  cut  across  close  to  the  nerve ;  the  former  was  full  of 
blood,  the  latter  partially  so  ;  their  walls  appeared  quite 
healthy.  The  sheaths  of  the  oculo-motor  nerves  entering 
the  orbit  at  its  apex  were  also  normal.  The  optic  nerve 
itself  gave  no  indication  of  any  pathological  change. 

The  left  optic  nerve  was  examined  at  its  entrance  to 
the  orbit,  and  at  its  anterior  end.  Beyond  the  fact  that 
its  vessels,  both  arterial  and  venous,  were  full  of  blood, 
there  was  no  departure  from  the  appearances  of  healthy 
tissues.  The  optic  disc  and  adjoining  retina  and  choroid 
were  normal. 

"  The  chiasm  a  was  cut  on  the  flat,  with  the  adjacent  parts 
of  both  optic  nerves  and  tracts.  Adherent  to  the  chiasma 
was  a  mass  of  inflammatory  products,  and  the  small 
vessels  entering  the  chiasma  showed  slight  signs  of 
inflammation,  which  changes  were  traceable,  however,  a 
very  short  distance  into  the  nerve-tissue.  The  nerve-fibres 
showed  no  appreciable  alteration.  There  was  no  sign  of 
tubercle." 

The  results  of  the  microscopical  examination  in  this 
case,  are,  as  far  as  they  go,  entirely  negative,  and  throw 
no  light  on  the  hitherto  unsolved  question,  by  what  path 
infection  travels  from  the  eyeball,  or  operation  wound,  to 
the  basal  meninges. 

{January  2Sth,  1886.) 
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5.  Menmgitis  following  enucleation  of  the  eyeball. 

By  Alexander  Dyce  Davidson,  M.D. 
(Communicated  by  Dr.  Stephen  Mackenzie.) 

Much  has  lately  been  written  anent  the  cause  of 
meningeal  inflammation  following  the  simple  and  usually 
innocent  operation  of  enucleation  of  the  eyeball,  and  various 
views  have  been  enunciated  regarding  the  cause  of  the 
rarely  occurring  fatal  results  of  this  operation.  Some, '. 
see,  blame  septic  poisoning,  owing  to  dirty  instruments, 
or  to  propagation  of  purulent  matter  along  the  optic 
sheath.  Some  consider  that  the  poisonous  or  septic  fluids 
are  carried  along  the  veins,  &c. 

By  all  observers  it  is  admitted  that  the  proportion  of 
deaths  after  enucleation  of  the  eyeball  is  in  their  experience 
extremely  small.  I  was  aware  that  such  an  accident 
'might  occur,  simply  as  a  curious  historical  fact  in  surgery. 
But  having  had  the  misfortune  of  having  such  a  distressing 
experience  in  my  own  practice  I  was  anxious  to  discover 
any  cause  to  which  I  could  attribute  it,  and  with  this  view 
I  would  be  glad  to  learn  the  opinion  of  my  confreres. 

The  case  is  as  follows  : 

In  February,  1885,  a  woman  aet.  49,  a  washerw'oman, 
came  to  the  Royal  Infirmary,  Aberdeen,  for  advice 
regarding  her  right  eye,  which  had  for  three  weeks  been 
giving  her  pain  and  annoyance. 

She  had  received  an  injury  to  the  eye  four  or  five  years 
before,  and  was  treated  in  various  ways,  but  after  suffering 
great  pain  the  eyesight  gradually  diminished,  and  in  due 
time  the  pain  grew  less  and  at  length  completely  dis- 
appeared. 

The  eye  had  given  no  disturbance  for  three  years  before 
coming  to  us,  and  she  was  able  to  work  for  her  living  at  her 
occupation  up  to  the  time  that  she  applied  for  admission. 

History. — Shortly  after  the  death  of  her  husband,  and 
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when  aged  23,  she  had  a  child.  No  history  of  syphilis, 
and  declared  that  she  had  never  any  ailment,  barring  the 
accident  to  the  eye  and  its  attending  suffering.  She 
looked  somewhat  broken  down  in  health,  and  was  far 
from  well  nourished  owing  to  her  impoverished  condition. 

On  admission. — The  right  eye  is  atrophied,  but  bears  the 
marks  of  an  old  corneal  wound.  There  is  tenderness  in 
the  ciliary  region,  and  enucleation  was  recommended,  to 
which  she  readily  agreed.  The  urine  was  tested,  and  was 
found  to  be  normal  before  the  operation. 

After  three  days'  stay  in  the  infirmary  enucleation  was 
performed  in  the  usual  way,  with  purified  instruments,  and 
the  eye  dressed  with  salicylic  pad  and  bandage.  Next 
day  (twenty-four  hours  after  operation)  patient  had  high 
fever,  complained  of  great  pain  all  over  the  top  of  the 
head,  tongue  foul,  but  the  wound  looked  perfectly  healthy. 
The  usual  treatment  of  purgatives  and  local  applications 
were  ordered.  Forty-eight  hours  later  patient  much  worse 
in  every  way,  sickness,  vomiting,  and  tongue  dry,  face 
flushed,  and  pulse  small  and  feeble.  She  died  comatose 
on  the  morning  of  the  third  day.  The  wound  looked 
cedematous  and  the  eyes  swollen  at  the  time  of  her  death. 

Post-mortem. — Meningeal  inflammation,  redness  of  optic 
nerve  and  oedema  of  orbit.  Organs  healthy,  excejot  the 
uterus,  where  catarrhal  inflammation  of  the  body  and 
cervix  were  found,  evidently  of  old  date. 

Is  this  case  due  to  pygemia  traceable  to  the  long- 
continued  uterine  inflammation  ?  Cannot  many  similar 
cases  be  explained  on  the  same  basis  ?  I  leave  this  very 
interesting  question  for  you  and  my  honoured  confreres  to 
solve,  and  I  will  now  await  a  reply  from  you  (either 
singular  or  plural). 

{June  10th,  1886.)- 
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XVI.    CONGENITAL    DEFECTS. 

1.  Double  coloboma  of  the  right  upper  lid. 

By  W.  Lang. 

Henry  W — ,  ast.  12,  was  born  with  the  following  defect 
in  the  right  upper  lid.  At  the  centre  of  the  lid  is  a  wide 
gap  which  divides  the  tarsus  ;  about  1  centimetre  to 
the  inner  side  is  a  second  fissure  which  also  divides  the 
tarsus,  so  that  the  lashes  are  separated  into  three  groups, 
a  small  central  group  growing  in  a  normal  manner  from 
the  isolated  piece  of  tarsus,  a  short  inner  group  and  a  long 
outer  one.  The  inner  piece  of  the  lid  was  drawn  up  and 
in  by  the  orbicularis,  exposing  a  large  portion  of  the 
sclerotic  at  this  point.  The  remainder  of  the  lid  was  un- 
influenced by  the  orbicularis,  consequently  the  cornea 
always  remained  exposed,  even  in  sleep.  At  the  lower 
and  inner  part  of  the  cornea  there  was  a  small  adherent 
leucoma. 

At  an  interval  of  a  month  the  two  fissures  were  closed 
by  pins  and  silk  sutures  as  in  the  ordinary  harelip 
operation.      The  inner  fissure  was  closed  first. 

Tbe  two  operations  restored  the  lid  to  almost  its  normal 
appearance.  The  orbicularis  regained  its  function  and 
the  lids  could  be  completely  closed. 

{Living  specimen.      October  Ibth,  1885.) 
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2.  Small  lenses  {congenital). 
By  G.  Hartridge. 

The  patient  is  a  young  woman,  set.  24,  who  says  she 
has  always  been  very  short  sighted.  The  iris  in  both 
eyes  is  tremulous. 

R.  V.  6-0-16  D.=  6%  c-13  D.  J.  4. 

L.  V.  6-i)-16  D.  =  6-o  c-13  D.  J.  4. 

Atropine  is  applied,  and  when  dilatation  is  complete  a 
considerable  space  intervenes  between  the  edge  of  the  lens 
and  the  iris ;  the  whole  lens  is  seen  slightly  opalescent 
looking,  its  edge  showing-  up  as  a  bright  golden  ring. 

The  case  is  a  most  unusual  one,  and,  singularly  enough, 
the  patient  has  a  sister  who  presents  exactly  the  same 
condition ;  the  other  members  of  the  family  (father, 
mother,  and  one  sister)  all  have  excellent  sight. 

{Living  specimen.     March  Wth,  lSi86.) 


3.    Gase    of    hydrophthalmos    with     a    large    coloboma    of 
choroid  in  an  unusual  position. 

By  W.  Lang. 

John  H — ,  set.  17,  first  noticed  that  the  right  eye  was 
nearly  blind  when  nine  years  old.  At  that  time  he  could 
only  see  a  little  outwards  with  this  eye,  and  his  attention 
was  drawn  to  the  defect  as  the  eye  was  growing  larger 
than  its  fellow.  Since  then  the  globe  has  increased  con- 
siderably in  size,  and  now  the  diameter  of  the  right 
cornea  measures  15  mm.,  the  left  being  13'5  mm. 
■  There  is  no  p.  1.  in  the  right  ;  T.  +  1  ;  a.  c.  deep  ;  pupil 
dilated  5'5  mm.      Lens  and  vitreous  normal.      The  Oi  D. 
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is  deeply  cupped.  The  choroid  is  atrophied  around  the 
margin  of  tlie  0.  D.,  and  at  the  upper  and  outer  part  of 
this  atrophied  area  a  large  fissure  in  the  choroid  extends 
for  three  discs'  breadth  to  a  point  above  the  y.  s.  region. 

The  coloboma,  which  is  a  disc  and  a  quarter  broad,  is 
bordered  by  pigment  along  the  whole  of  its  margin  ;  the 
retinal  vessels  pass  over  it  without  dipping  under  its 
borders  and  the  exposed  sclerotic  has  several  large  vessels 
coursing  over  its  surface.  The  left  eye  is  myopic  to  3  D. 
and  has  a  slight  crescent ;  in  the  cornea  of  this  eye  there 
is  a  scar  like  that  following  an  incised  wound. 

Whether  the  coloboma  is  simply  an  exaggerated 
myopic  conus  or  a  rupture  of  choroid  fi'om  an  injury  in 
childhood  (there  is  no  history  to  account  for  the  scar  in 
the  left  cornea),  or  a  congenital  coloboma  in  an  unusual 
position,,  it  is  difficult  to  say. 

{Living  specimen.      April  8th,  1886.) 


4.    Case  presenting  symmetrical  disease  of  fundus. 

By  W.  J.   Cant. 

The  patient,  a  child  set.  2,  from  whom  the  drawings 
reproduced  were  taken,  was  brought  to  me  suffering  from 
left  internal  strabismus.  On  examination  a  peculiar  patch 
was  seen  at  the  fundus,  being  larger  in  size  than  the  disc, 
of  an  oval  shape,  and  occupying  a  position  a  little  above 
the  macula.  Both  eyes  presented  an  exactly  similar 
condition,  the  patches  being  the  same  in  size,  shape,  and 
position  ;  they  were  of  a  yellowish  white  colour,  not  raised, 
and  dotted  over  with  purplish-coloured  pigment.  Vision, 
as  far  as  could  be  tested,  was  good,  except  in  the  left  eye, 
which  was  not  quite  so  acute  in  seeing  small  objects. 
Hypermetropia  ^-g.  The  child  was  healthy  and  had 
never  had  any  serious  illness.      The  family  history  was 
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good  ;  the  father  had  ague  abroad  and  was  slightly  hyper- 
metropic. 

On  seeing  the  case  three  months  afterwards  the  patches 
were  the  same  in  every  way,  the  squint  being  as  near  as 
possible  corrected  by  wearing  spectacles  ;  the  vision  was 
good  in  both  eyes.  The  condition  of  fundus  is  probably 
congenital. 

{Card  specim-en.     June  lOth,  1886.) 
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XVII.    COCAIN. 

Gelatine  discs  of  cocain. 

Mr.  Nettleship. — I  shall  be  glad  to  know  whether  any 
members  of  the  Society  have  had  reason  to  suspect  that 
gelatine  discs  of  cocain  are  unsafe.  As  I  believe  that  I 
was  one  of  the  first  to  use  cocain  in  this  country  (early 
in  October,  1884),  and  as,  shortly  after  its  introduction, 
I  began  to  use  it  largely  in  the  form  of  gelatine  discs,  I 
think  it  right  to  state  that  within  the  last  few  months  I 
have  had  several  cases  of  suppuration  after  operations, 
and  that  after  very  careful  scrutiny  the  only  cause  that 
seemed  at  all  likely  was  the  use  of  preparations  of  cocain, 
chiefly  the  discs.  Between  May  and  October  of  the 
present  year  (1885)  I  have  lost  no  less  than  seven  eyes  from 
this  cause,  four  of  them  extractions  of  hard  cataract  (out 
of  about  thirty  extractions),  one  preliminary  iridectomy, 
and  two  removals  of  soft  cataract  by  suction  or  curette  ; 
one  suppuration  also  occurred  in  October,  1884,  just  after 
the  introduction  of  cocain.  Between  January,  1882,  and 
October,  1884  (more  than  two  years  and  a  half),  only  one 
suppuration,  and  that  a  partial  one,  occurred  in  111 
extractions  of  hard  cataract.  These  statements  only 
apply  to  my  practice  at  St.  Thomas's  Hospital.  At  the 
Moorfields  Hospital,  where  the  discs  have  not  been  used, 
cocain  solutions  made  up  with  boracic  acid  being  employed, 
neither  I,  nor,  I  believe,  my  colleagues,  have  had  any 
special  difficulty. 

I  should  add  that  at  St.  Thomas's  when  solutions  of 
cocain  have  been  used  they  have  not  been  made  up  with 
antiseptics.  My  suspicion  that  the  gelatine  discs  may 
cause  infection  of  the  wound  is  strengthened  by  the  fact 
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tliat  the  discs  of  cocain  hitherto  made  for  me  by  Messrs. 
Savory  and  Moore  have,  owing  to  the  hygroscopic  nature 
of  cocain,  always  been  sufficiently  damp  to  be  very 
flexible  and  to  adhere  slightly  to  one  another.  Discs  of 
atropine  and  other  substances  are  quite  dry.  It  has 
occurred  to  me,  therefore,  that  the  cocain  discs,  owing  to 
their  dampness,  might  serve  as  a  breeding  ground  for 
germs. 

There  seems  reason  to  fear  that  some  of  the  solutions 
of  cocain  are  also  not  free  from  danger,  some  cases  of 
keratitis  and  other  untoward  results  having  lately  been 
ascribed,  by  Graefe  and  others,  to  its  use. 

The  great  importance  of  cocain  in  ophthalmic  surgery 
renders  it  imperative  that  every  source  of  danger  from  its 
use  should  be  freely  exposed. 

{November  12th,  1885.) 

Mr.  Edgar  Browne  thought  the  time  had  arrived  when 
a  close  watch  should  be  kept  upon  the  result  of  cataract 
cases  operated  upon  under  cocain.  A  series  of  unfortunate 
cases  had  made  him  somewhat  suspicious  of  possible  ill- 
effects  that  might  follow  its  use,  but  on  making  inquiry 
of  other  surgeons  he  was  assured  that  no  such  suspicion 
existed  in  this  matter.  His  solutions  were  always  fresh, 
and  were  made  with  camphor  water,  and  a  small  piece  of 
camphor  was  kept  in  the  bottle.  He  had  not  employed 
gelatine  discs  in  operation  cases.  Mr.  Nettleship's  cases 
and  his  own  might  have  been  influenced  by  mere  accidental 
circumstances  unconnected  with  cocain,  but  the  necessity 
for  watchfulness  was  at  least  indicated. 

Mr.  M.  McHaedy  said  :  We  must  all  feel  indebted  to  Mr. 
Nettleship  for  bringing  his  experience  under  our  notice, 
for  it  requires  some  courage  to  record  operative  misfortunes. 
I  am  not  surprised  at  the  unfavourable  comments  that  have 
been  made  respecting  the  use,  or  perhaps  abuse,  of 
cocain.  It  has  fallen  to  my  lot  to  experience  panophthal- 
mitis following  upon  cataract  extraction  performed  with 
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cocain.  I  am  not,  however,  altogether  satisfied  that  the 
untoward  issue  was  'pro'pter  as  well  as  jpost  hoc.  Never- 
theless, I  have  been  led  to  altogether  forego  the  use  of 
cocain  solutions  which  have  been  prepared  more  than 
twelve  or  fourteen  days.  With  recently  prepared  cocain 
solutions  I  have  had  entirely  happy  experience.  It  remains 
to  be  seen  whether  or  no  the  addition  of  camphor  water, 
or  boracic  acid,  or  any  other  antiseptic,  to  the  solutions 
may  be  effective  in  preventing  deleterious  changes  occur- 
ring in  them. 

I  take  this  opportunity  to  allude  to  what  I  imagine  is 
likely  to  be  a  fruitful  source  of  trouble  in  the  use  of 
cocain  for  cataract  extraction,  namely,  if  an  unduly 
strong  solution  be  applied  more  frequently  than  is 
absolutely  necessary  to  produce  local  anaesthesia,  then  it  is 
easily  conceivable  that  the  corneal  vitality  may  be  so 
impaired  that  changes  analogous  to  neuro-paralytic 
keratitis  may  be  easily  induced.  The  suggestion  that 
germs  may  develop  on  the  gelatine  of  cocain  discs  appears 
to  me  to  be  more  ingenious  than  probable.  As  I  never 
use  discs,  the  gelatine  cannot  have  been  a  factor  in  my 
unfortunate  experience  after  cocain. 

I  find  a  freshly-prepared  8  per  cent,  solution  of  cocain, 
three  or  four  times  applied  at  intervals  of  one  minute, 
a  safe  and  sufficient  local  anaesthetic  for  the  painless 
extraction  of  senile  cataract ;  perhaps  experience  will 
prove  the  sufficiency  of  a  weaker  solution. 

In  making  these  remarks  I  have  had  in  my  mind  only 
such  disastrous  results  as  panophthalmitis,  and  have  made 
no  reference  to  those  transient  superficial  changes,  usually 
manifesting  themselves  as  small  vesicles,  which  are,  from 
time  to  time,  induced  by  cocain.  I  have  met  with  no 
troublesomely  persistent  corneal  changes  after  the  use  of 
cocain,  and  am  inclined  to  believe  that  some  of  those 
already  described  were  due  either  to  the  precipitation  of 
an  antiseptic  agent  (such  as  perchloride  of  mercury)  or  to 
such  quasi  neuro-paralytic  changes  as  I  just  now  men- 
tioned. 
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XA^III.  INSTRUMENTS. 

1.   A  chea'p  and  efficient  lid  irrigator  for  purulent  oph- 
thalmia. 

By  J.  B.  Story  (Dublin). 

(With  drawing.) 

The  instrument  consists  of  a  few  feet  of  extremely  fine 
drainage-tubing,  and  a  few  inches  of  wire  removed  from 
the  cork  of  an  ordinary  soda-water  bottle.  A  piece  of 
the  wire  is  inserted  into  one  end  of  an  india-rubber  tube, 
and  then  is  bent  into  the  shape  of  an  eyelid  retractor,  the 
size  and  shape  of  the  bends  being  so  arranged  as  to  suit 
the  particular  case  of  purulent  ophthalmia  under  treat- 
ment. Three  or  four  small  holes  are  cut  in  the  tubing  at 
that  portion  of  the  curve  which  corresponds  to  the  fornix 
of  the  upper  lid,  and  the  projecting  extremity  of  the  wire 
is  given  a  twist  round  the  tubing  so  as  to  close  the  opening 
at  that  end  through  which  the  piece  of  wire  is  inserted. 
The  other  end  of  the  tube  is  then  inserted  into  a  vessel 
containing  whatever  antiseptic  or  astringent  solution  may 
be  employed,  and  the  irrigation  of  the  conjunctival  sac  is 
effected  by  siphonic  action.  Another  piece  of  soda-water 
wire  can  be  used  to  fix  the  end  of  the  tube  in  the  vessel 
containing  the  solution,  so  as  to  avoid  abrupt  bends  in  the 
flexible  tube. 

I  have  been  led  to  adopt  this  simple  little  instrument, 
not  by  any  means  solely  or  chiefly  on  account  of  the 
expense  of  the  ingenious  instrument  described  by  Dr. 
Brown,  of  Liverpool,  in  the  '  Brit.  Med.  Journal  '  of 
this  year,  but  because  of  certain  practical  drawbacks  which 
I  experienced  in  using  Dr.  Brown's  irrigator  in  a  case  of 
gonorrheal  ophthalmia  this  summer.      In  the  first  place  I 
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found  that  Dr.  Brown's  instrument  caused  so  much  pain 
that  my  patient  would  not  stand  it,  even  if  it  had  been  in 
other  respects  satisfactory  to  myself,  and  in  the  second 
place  I  found  that  although  the   first   day  the  instrument 


worked  well,  reaching  up  to  the  fornix  and  washing  out 
the  conjunctival  sac  very  completely,  on  the  second  and 
succeeding  days  of  the  disease  so  much  inflammatory 
enlargement  of  the  lid  had  taken  place  that  the  irrigator 
did  not  reach  one  half  or  one  fourth  of  the  distance 
between  the  ciliary  border  and  the  upper  cul  de  sac. 

The  instrument  I  exhibit,  besides  its  economical 
advantages,  possesses  that  of  causing  quite  inconsiderable 
discomfort,  and  is  capable  of  indefinite  alteration  in  size 
and  shape  at  a  moment's  notice. 

{November  12th,  1885.) 


2 .    Scissors  to  facilitate  the  division  of  the  iris,  Sfc. 

By  R.   Beudenell  Carter. 

Mr.  Brudenell  Carter  exhibited  a  pair  of  scissors  in- 
tended to  facilitate  the  division  of  the  iris,  or  of  capsular 
films  or  bands,  in  eyes  from  which  the  lens  has  been 
removed.  They  are  shown  of  natural  size  in  the  figure. 
The  blades  are  anterior  and  posterior ;  the  anterior  blade 
smooth  and  rounded,  so  as  to  glide  easily  along  the  inner 
surface  of  the  cornea,  the  posterior  blade  sharp,  so  as  to 
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penetrate  any  tissues  which  are  to  be  divided.  The 
handles  are  flat  springs,  which  separate  the  blades  by 
their  own  action,  and  are  hooked  together  at  the  top   so 


that  they  may  not  slip.  The  scissors  are  intended  to  be 
held  between  the  thumb  and  two  first  fingers,  and  to  be 
introduced  closed  into  the  anterior  chamber  through  a 
small  incision  made  by  a  broad  needle  or  narrow  iridec- 
tomy knife.  Mr.  Carter  claims  for  them  that  they  may 
be  used  with  equal  facility  in  either  hand,  or  from  any 
part  of  the  corneal  circumfex'ence,  with  the  smallest  pos- 
sible disturbance  of  the  parts  around ;  and  that,  if  the 
spring  handles  are  sufficiently  strong,  the  blades  expand 
fully  and  easily  within  the  eye,  with  scarcely  any  disten- 
sion of  the  external  wound.  They  are  made  by  Messrs. 
Weiss  and  Sons, 

{November  12th,  1885.) 


3.   Modifications  of  Instruments. 
By  Thomas  Reid,  M.D. 

The  instruments  which  I  have  the  honour  of  exhibiting 
to  the  members  of  this  Society  present  nothing  new 
either  in  principle  or  construction,  nor  are  they  intended 
to  supersede  other  instruments  in  more  or  less  general 
use.  They  are  simply  modifications  or  adaptations  of 
well-known  instruments  to  the  purposes  of  practical 
ophthalmology,  with  the  view  of  obtaining  approximate 
results  by  simple  and  easily  applied  methods  under  cir- 
cumstances where  quantitative  results  could  only  be 
obtained  by  means  of  elaborate  and  expensive  instru- 
ments, intelligence  on  the  part  of  the  patient,  and  great 

VOL.  VI.  32 
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expenditure  of  time.  I  refer  more  particularly  to  the 
investigation  of  colour  vision  and  its  defects  by  means 
of  the  spectroscope.  Within  the  range  of  the  visible 
spectrum  the  normal  eye  under  favourable  circumstances 
can  distinguish  a  thousand  different  hues,  varying  in 
extent  in  different  parts  and  also  in  different  persons. 
When  this  exceeds  a  certain  amount  there  is  dyschroma- 
topsia  for  the  colour  concerned.  In  the  spectrum  of 
incandescent  light,  where  there  is  a  gradual  transition  of 
hue  from  the  red  to  the  violet  end,  it  is  impossible  for  the 
inexperienced  eye  to  tell  when  one  colour  ends  and  another 
begins,  and  in  spectra  having  dark  or  bright  bands  their 
distribution  is  too  irregular  to  be  available  for  the  inves- 
tigation of  colour  defects.  In  the  polarisation  spectro- 
scope of  Professor  Tait,*  now  exhibited,  there  are  two 
spectra,  one  above  the  other,  and  each  divided  into  eight 
coloured  spaces  by  interference  bands ;  the  dark  bands  in 
the  one  spectrum  being  opposite  the  coloured  spaces  in 
the  other ;  by  rotation  of  the  nicol  prism  in  front  of  the 
instrument  the  bands  are  made  to  traverse  the  whole 
length  of  the  spectrum.  There  are  thus  sixteen  bands, 
each  presenting  a  different  hue  to  the  normal  eye. 

In  the  examination  of  the  colour  vision  the  patient  is 
in  the  first  place  asked  to  count  the  number  of  light  or 
coloured  spaces  seen  in  either  spectrum.  If  the  number 
be  correctly  given  there  is  no  shortening  of  the  spectrum 
for  his  eye.  Then,  beginning  with  the  red  end  of  the 
spectrum,  to  say  whether  or  not  he  observes  any  difference 
of  hue  in  the  adjoining  spaces  and  without  attempting  to 
give  a  name  to  the  colours.  If  the  red,  orange,  and 
yellow  present  the  same  hue,  there  is  dyschromatopsia 
for  the  red,  and  if  the  uniformity  extend  as  far  as  the  blue 
there  is  red-green  blindness.  In  the  case  of  dichroic 
vision  the  neutral  point  in  either  spectrum  can  be  easily 
determined  by  bringing  an  interference  band  in  one  over 
the  neutral  point  in  the  other ;  its  position  and  wave-length 
can  be  accurately  determined  by  the  amount  of  rotation 

*  See  '  Nature,'  August  19tli,  ISSO. 
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of  the  nicol  prism  required  from  some  well-known  band  of 
the  spectrum.  The  smaller  instrument  is  a  common 
pocket  spectroscope  with  the  polarising  parts  roughly 
adapted  to  it,  and  has  one  band  in  the  one  spectrum  and 
two  in  the  other.  The  single  band  can  be  so  displaced 
as  to  extinguish  the  yellow^  leaving  the  red  and  green  on 
either  side  in  one  spectrum  and  the  yellow  of  the  other 
between  two  dark  bands  and  opposite  the  dark  band  of 
the  first  spectrum.  By  this  simple  arrangement  the  two 
important  colours  in  dyschromatopsia  are  placed  in  con- 
trast with  each  other  and  with  the  yellow,  and  so  isolated 
that  the  most  inexperienced  patient  can  give  an  intelligible 
answer  as  regards  what  he  sees.  This  and  other  forms  of 
polarisation  spectroscope  can  be  very  easily  improvised, 
and  by  their  aid  a  ready  means  is  afforded  of  obtaining  a 
tolerably  correct  idea  of  the  nature  of  the  colour  defect, 
which  may  be  checked  by  any  of  the  ordinary  means  at 
our  disposal. 

The  perimeter  with  a  reflection  prism  was  devised  for 
the  purpose  of  utilising  the  colours  of  the  diffraction 
spectrum  for  the  lateral,  as  has  already  been  done  for 
the  central  parts  of  the  field  of  vision,  and  also  for  com- 
parison of  the  relative  intensities  of  a  given  colour  sensa- 
tion in  the  lateral  parts  with  that  of  the  centre  simul- 
taneously. When  a  small  rectangular  prism — I  inch  by 
the  side — is  held  vertically  before  the  eye,  with  its  hypo- 
thenuse  in  the  line  of  vision,  two  images  of  a  distant  object 
can  be  seen  superposed,  one  directly  past  the  rectangular 
edge  of  the  prism,  the  other  after  reflection  and  reversed. 
If  the  prism  be  now  turned  through  45°  the  direct  image 
remains,  but  the  reflected  now  stands  at  90°,  both  being 
visible  at  the  same  time.  The  angular  deviation  of  the 
image  between  these  two  extreme  points  has  a  constant 
relation  to  that  of  the  hypothenuse  of  the  prism,  and  by 
the  law  of  reflection  is  twice  that  of  the  latter.  The 
extremity  of  the  arm  which  rotates  the  prism  moves  in  a 
segment  of  a  graduated  circle — every  half  degree  being 
equal  to  one  degree  of   displacement  of   the  image.      The 
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arrangement  witli  the  grating  or  diffraction  spectrum 
requires  it  to  be  placed  at  twelve  or  twenty  feet  distant 
from  tlie  eye  and  prism,  and  could  not  be  easily  demon- 
strated here.  I  have  therefore  attached  the  prism  to  the 
objective  end  of  a  small  telescope  with  the  glasses  removed. 
At  the  eyepiece  end  there  is  a  series  of  coloured  glasses 
fixed  on  a  rotating  disc,  by  means  of  which  any  colour,  or 
even  white  light,  can  be  brought  into  the  field  of  vision. 
Beyond  the  disc  there  are  two  nicol  prisms,  one  fixed,  the 
other  rotating,  so  as  to  regulate  the  intensity  of  the  light 
and  at  the  same  time  give  an  accurate  measure  of  it.  For 
the  central  parts  of  the  field  of  vision  the  eye  may  be 
directed  alternately  to  the  direct  and  reflected  image,  and 
the  extent  of  either  side  of  the  field  can  thus  be  quickly 
determined ;  but  for  the  more  peripheral  parts  the  prism 
must  be  adjusted — which  can  easily  be  done — so  that,  when 
the  indicator  stands  at  90°  one  side  of  the  prism  is  directed 
to  the  object  and  the  other  towards  the  eye.  This  applies 
more  particularly  to  the  investigation  of  the  nasal  side  of 
the  field.  The  results  obtained  with  this  instrument  agree 
pretty  closely  with  those  obtained  by  other  methods ;  but 
the  area  of  sensibility  for  white  light  is  found  to  be  nearly 
the  same  in  all  regions  where  the  intervention  of  the 
eyelids  does  not  prevent  its  being  accurately  measured. 

The  electric  light  ophthalmoscope  is  constructed  on  the 
principle  of  Coccius'  instrument  and  adapted  to  the 
rectangular  prism  of  UlricVs  ophthalmoscope.  The  com- 
bination of  plane  reflector  and  condenser  are  found  united 
in  the  common  lenticular  prism,  one  of  its  sides  being 
ground  to  a  spherical  surface  and  having  a  focal  length 
of  from  one  to  two  inches.  The  hypothenuse  of  the  prism 
corresponds  to  the  reflector  and  the  convex  surface  of  the 
side  of  the  prism  to  the  condenser  of  Coccius'  ophthal- 
moscope. The  eyehole  is  the  same  as  in  Ulrich's  instru- 
ment, and  passes  through  the  centre  of  the  plane  side  of 
the  prism.  The  size  of  the  prism  need  not  be  more  than 
half  an  inch  by  the  side.  The  prism  with  its  lenticular 
side  down  is  fixed  to   the  end  of  a  tube  a  few  inches   in 
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length.  An  ebonite  handle^  on  one  end  of  which  the 
electric  light  is  fixed,  slides  into  the  free  end  of  the  tube, 
the  prism  being  at  the  other  end.  The  connection  with 
the  battery  is  made  at  the  other  end  of  the  handle,  and  a 
resistance  coil  covering  a  few  inches  of  the  lower  end 
serves  to  regulate  the  intensity  of  the  light,  which  may  be 
from  one  to  two  candle  power.  Contact  is  made  by  a 
spring  in  the  usual  way  placed  at  a  convenient  point  on 
the  handle. 

By  simply  pushing  in  or  withdrawing  the  handle  in 
the  tube  the  relations  of  the  light  to  the  focus  of  the 
prism  can  be  so  adjusted  that  the  rays  after  reflection  at 
the  hypothenuse  may  emerge  parallel,  divergent,  or  con- 
vergent. If  in  the  last  case,  when  the  instrument  is  held 
at  the  usual  distance  for  the  direct  method,  the  focus  of 
the  light  coincides  with  the  optical  centre  of  the  eye  the 
rays  of  the  pencil  pass  through  the  media  in  straight  lines, 
and  the  fundus  is  uniformly  illuminated.  Again,  when 
the  instrument  is  so  held  that  its  principal  focus  coincides 
with  the  anterior  focus  of  the  eye,  a  grating  introduced 
between  the  light  and  the  prism  and  at  the  conjugate 
focus  of  the  retina  with  the  compound  dioptric  system  of 
the  eye  and  the  prism,  an  image  of  the  grating  of  con- 
stant size  will  be  formed  on  the  retina.  The  magnitude 
ratio  of  object  and  image  is  equal  to  the  ratio  of  the  focus 
of  the  prism  to  that  of  the  eye,  e.  g.  if  the  focus  of  the 
prism  be  1  j  inches,  or  about  30  mm.,  the  ratio  is  as  two  to 
one  and  the  image  of  the  grating  on  the  retina  is  exactly 
one  half  the  size  of  the  object.  With  this  arrangement 
every  millimetre  of  displacement  of  the  grating  corre- 
sponds to  one  dioptre  of  refraction.  If  the  lines  of  the 
grating  are  cut  on  the  plane  surface  of  a  plano-convex 
lens  and  that  surface  roughened  the  rays  of  light  are 
scattered,  the  dazzling  effects  of  the  electric  light  modified, 
and  an  image  of  the  uniformly  illuminated  surface  is 
focussed  on  the  retina,  which  is  on  the  whole  the  most 
satisfactory  method  of  illuminating  the  fundus,  and  with 
the    grating    gives    an    objective    representation    of    the 
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refraction  independently  of  the  patient  and  observer.  A 
Rekoss'  disc  or  any  of  the  forms  of  refraction  adjust- 
ment can  be  easily  adapted  to  the  instrument  behind,  and 
if  a  plano-convex  lens  of  from  18  to  20  dioptres  be 
applied  to  the  front  or  plane  surface  of  the  prism  the 
series  of  concaves  will  suffice  for  the  measurement  of  the 
hypermetropia,  and  forming — as  in  this  combination — a 
Gralilean  telescope  with  the  deeper  concaves,  and  the 
parts  in  the  fundus  are  magnified  in  proportion  to  the 
optical  power  of  the  arrangement. 

The  advantages  of  this  form  of  electric  ophthalmoscope 
are,  that  the  lamp  being  enclosed  in  the  tube  and  at  some 
distance  from  the  eye,  no  inconvenience  is  felt  from  its 
heat ;  all  the  light,  except  what  passes  into  the  eye,  being 
excluded,  it  can  be  used  in  broad  daylight,  and  at  the 
bedside  in  almost  any  position  of  the  patient.  The  axis 
of  the  cone  of  rays  which  enters  the  eye  coincides  with 
the  aperture  in  the  prism,  and  there  are  no  troublesome 
reflexes  with  their  entoptic  images,  which,  are  so  trouble- 
some to  the  beginner  in  ophthalmosopy,  indeed,  the  pre- 
liminary difficulty  of  illuminating  the  fundus  is  got  over 
much  sooner  with  this  instrument  than  with  the  ordinary 
ophthalmoscope. 

{January  28th,  1886.) 


4.  Refraction  oj)Jithalmoscope,  with  a  special    arrangement 
for  the  electric  light. 

Exhibited  by  H.  Juler, 

This  instrument  (Fig.  1)  consists  of  nine  convex  and 
fifteen  concave  spherical  lenses  arranged  on  a  single  disc. 
The  strength  of  the  series  of  convex  lenses  is  1,  2,  3,  4,5, 
6,  7,  12,  and  20  dioptres,  and  that  of  the  concave  is  1,  2, 
3,    4,  5,  6,  7,  8,  9,  10,  12,   14,   16,   20,  and   30   dioptres. 
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These    lenses  are    successively  brought    opposite    to    the 

sight-hole  of  the  mirror  by  means  of  a  driving  wheel  (A) . 

The  special  arrangement  for  the  electric  light  consists  of 

a  small  lamp    (B),    which    is    fixed    just    below    a  small 
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concave  mirror  of  half  inch  focal  length.  The  necessary 
galvanic  current  is  produced  by  a  small  Le  Clanche  battery 
(C).  This  could  be  equally  well  obtained  by  any  other 
form  of  battery,  or  even  by  a  pocket  accumulator,  but  this 
form  has  hitherto  been  found  to  give  the  least  trouble,  and 
to  be  the  most  reliable.  The  mirror  is  fixed,  and  does 
not  require  to  be  rotated  for  either  eye.  The  fundus 
oculi  can  be  much  more  easily  examined  by  the  direct 
method  with  this  than  with  the  ordinary  illuminations. 

When  the  ophthalmoscope  is  required  to  be  used  with 
the  usual  gas  or  oil  lamp  the  electric  apparatus  can  be 
removed  in  a  few  seconds  and  replaced  by  the  arrangement 
shown  in  Fig.  2.  This  consists  of  two  concave  mirrors 
revolving  on  a  central  pivot  ;  the  larger  of  these  can  be 
used  for  the  indirect  method  and  the  shadow  test ;  the 
smaller  is  employed  for  the  direct  method  ;  it  is  fixed  at 
an  angle  of  25°  and  can  be  rotated  around  its  central  axis. 

The  instrument  is  made  by  Pickard,  Curry,  and  Paxton, 
of  195,  Great  Portland  Street,  W.,  whom  I  have  to  thank 
for  having  rendered  me  much  assistance  in  completing 
its  construction. 

{January  28th,  1886.) 


5.  Microtome. 
Exhibited  by  W.  Lang,  for  James  W.  Barrett,  M.B. 

This  microtome  has  been  constructed  in  order  to  facili- 
tate the  cutting  of  large  sections  of  material  embedded 
in  and  infiltrated  with  paraffin,  celloidin,  &c.  Other 
instruments  (such  as  Katsch's)  have  been  used  for  this 
purpose  with  very  fair  success,  but  this  instrument  ha^ 
been  made  expressly  to  eliminate  the  faults  of  the  Katsch 
machine. 

The  chief  advantages  are  : 
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(1)  The  great  size  and  solidity. 

(2)  The  accurate  raising  mechanism. 

(3)  The  support  given  to  the  knife  at  each  end. 

{May  6th,  1886.] 


6.    Pujoillometer. 

Exhibited  by  Walter  H,  Jessop,  M.B. 

The  pupillometer  exhibited  was  made  chiefly  on  the 
suggestion  of  Dr.  Cash  during  some  experiments  I  was 
making  on  animals  at  St.  Bartholomew's  Hospital.  I  had 
tried  all  the  usual  forms,  and  had  found  them  inconvenient 
from  various  reasons. 
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The  chief  advantages  claimed  are  the  ease  and  quickness 
with  which  the  size  of  the  pupil  can  be  read  off,  and  also 
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that  the  semicircular  apertures  can  be  applied  in  front  of 
the  iris,  without  cutting  off  sufficient  light  to  vitiate  the 
experiment  by  dilatation  of  the  pupil. 

Oval  or  irregular  pupils  can  be  much  better  estimated 
than  by  a  circular  standard. 

Messrs.  Pickard  and  Curry  have  made  it  for  me  of 
German  silver,  which  is  at  the  same  time  light  and 
durable,  and  the  instrument  can  be  easily  carried  in  the 
ophthalmoscope  case. 

{April  8th,  1886.) 


7.    Tivo  perimeters. 
Exhibited  by  R.  Brudenell  Carter. 

Mr.  Brudenell  Carter  exhibited  two  perimeters,  the 
first  of  which  was  his  original  quadrant  perimeter,  recently 
modified  by  Mr.  Hawksley  in  the  direction  of  increased 
simplicity  and  rapidity  of  movement.  The  quadrant  is 
formed  of  tubing,  rectangular  in  section,  and  contains  a 
small  pulley  concealed  within  its  free  extremity.  The 
traveller  which  carries  the  object  is  attached  to  a  length 
of  fine  catgut,  also  contained  within  the  tube,  which  passes 
round  the  pulley  and  also  round  a  reel  at  the  other  or 
fixed  end  of  the  quadrant.  The  reel  can  be  turned 
quickly  by  means  of  a  milled  head,  and  the  traveller 
moves  with  great  rapidity  when  desired.  The  catgut  is 
not  liable  to  accidental  entanglement. 

The  second  perimeter  was  in  essentials  that  invented  by 
Dr.  Dyer,  of  Newport,  Ehode  Island,  and  lately  described 
and  figured  in  the  '  Transactions  of  the  American  Ophthal- 
mological  Society.'  The  figure  there  given,  however,  was 
not  a  working  drawing  ;  and  Mr.  Hawskley,  in  making  the 
present  instrument,  has  been  compelled  to  exercise  his  own 
ingenuity  with  regard  to  many  of  the  details.    The  principle 
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of  construction  is  that  the  traveller,  instead  of  being  made  to 
traverse  successive  meridians  of  the  field  of  view,  describes 
a  continuous  spiral,  moving  either  from  the  centre  to  the 
periphery  or  in  the  opposite  direction.  The  moving  object 
is  a  very  small  glow-lamp,  before  which  slips  of  coloured 
glass  can  be  placed  when  required  ;  and  the  arrangements 
of  the  moving  parts  allow  the  lamp  to  be  brought  to  any 
point  intermediate  between  two  successive  turns  of  the 
spiral,  so  that  every  spot  of  the  field  can  be  examined. 
The  great  advantage  claimed  by  Dr.  Dyer  for  his  instru- 
ment is  celerity  of  use,  as  the  object  can  be  taken  over 
the  entire  field  of  vision  in  two  minutes.  This  is  a  great 
recommendation  for  hospitals  in  which  the  field  is  system- 
atically examined. 

{April  8th,  1886.) 


8.    On  the  n.ise  of  a  hollow  silver  ball  as  an  artificial 
vitreous  after  evisceration. 

By  W.  P.  Keall  (Bristol) . 

Opaque  anterior  staphyloma. — Adherent  iris,  cornea, 
and  about  2  mm.  of  sclerotic  excised ;  contents,  i.  e.  iris, 
ciliary  body,  choroid,  retina,  vitreous,  lens,  &c.,  scooped 
out  with  Volckman's  sharp  spoon.  Sclerotic  notched, 
hollow  silver  ball  introduced;  sclerotic  stitched  horizontally, 
conjunctiva  perpendicularly. 

Received  smart  blow  on  eye  with  a  stick  a  month  after 
operation  ;  no  further  injury  than  ordinary  black  eye  ;  glass 
globe  would  probably  have  been  crushed,  and  consequently 
immediate  enucleation  would  have  been  necessary. 

In  this  case  the  operation  differed  from  that  described 
by  Dr.  Mules,  of  Manchester,  by  the  substitution  of  a 
hollow  metallic  (silver)  ball  for  the  one  of  glass. 

It  has  been  fully  recognised  that  one  weak  point  in  the 
use  of  the  glass  ball  is,  that  a  sharp  blow  inflicted  on  the 
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blind  eye  might  crush  it  and  so  fill  the  sclerotic  with 
fragments  o£  broken  glass,  and  call  for  immediate  enuclea- 
tion,  so  much  so  that  the  substitution  of  some  less  fragile 
material  was  discussed  when  Dr.  Mules  first  brought  his 
operation  before  this  Society. 

In  March  last  I  suggested  to  Mr.  Critchett,  whom  I  had 
the  privilege  of  seeing  perform  this  operation,  that  a  silver 
or  even  a  gold  ball  would  be  better  than  the  glass,  but  it 
was  questioned  whether  the  metal  would  be  tolerated, 
and,  if  so,  whether  in  event  of  a  blow  the  possible  bulging 
in  of  the  thin  hollow  metallic  ball  would  not  be  as  bad  as 
the  crushing  of  the  glass. 

1st.  About  the  toleration  of  the  silver  by  the  living 
tissues,  I  felt  very  little  doubt,  having  had  considerable 
experience  of  the  operations  of  suturing  the  fragments  of 
bone  in  fractures  of  the  olecranon  and  patella,  as  well  as 
in  stitching  together  the  pillars  of  the  ring  in  cases  of 
hernia  with  pure  silver  wire,  in  all  of  which  the  wire  was 
left  in  situ,  where  it  remains  to  the  present  time  without 
producing  the  slightest  irritation.  And  this  case  has  in 
that  respect  justified  that  conclusion. 

2nd.  Then  as  to  the  injury  inflicted  by  a  blow,  very 
curiously  to  state,  on  the  1st  of  the  present  month,  about 
four  weeks  after  the  operation,  I  found  my  young  friend 
had  managed  to  get  a  pretty  decent  black  eye,  and  on 
inquiry  was  informed  that  two  days  before,  on  the  Sunday, 
in  a  scuffle  with  another  child,  he  had  struck  the  blind 
eye  such  a  blow  against  an  iron  bedstead  as  would  pro- 
bably have  smashed  the  glass.  From  this  he  recovered 
without  any  more  trouble  than  is  usually  caused  by  an 
ordinary  black  eye.  And  even  if  the  metallic  ball  had 
been  pretty  considerably  bulged,  by  making  an  incision 
down  on  to  it  it  could  have  been  easily  removed  and 
another  introduced  in  its  place. 

The  cost  has  also  been  mentioned  as  an  objection,  but 
as  these  pure  silver  balls  were  made  by  Messrs.  Down 
for  four  shillings  each,  I  do  not  think  that  a  very  great 
obstacle. 
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A  day  or  two  ago  Dr.  Mules  drew  my  attention  to  the 
fact  that  the  disagreeable  muco-purulent  discharge,  so 
common  after  enucleation,  was  after  evisceration  con- 
spicuous by  its  absence,  and  this  is  shown  in  this  case. 

{June  lOth,  1886.) 

Additional  note. — On  the  28th  of  June  I  again  used 
the  silver  ball  in  a  case  of  purulent  ophthalmia  (gonor- 
rhoeal  ?),  in  which  the  L.  eye  was  destroyed  by  sloughing 
of  the  cornea. 

The  patient,  set.  53,  being  a  hard  drinker,  was  on  the 
borders  of  delirium  tremens  at  the  time  of  his  admission 
into  the  hospital  twenty-four  days  before  the  operation. 
Although  at  the  time  of  operation  the  R.  eye  had  only 
partially  recovered  from  a  similar,  but  slighter,  attack  to 
that  which  had  just  destroyed  his  L.,  it  has  quite  recovered 
without  any  sign  of  sympathetic  mischief. 


510 


PEESIDENT^S    VALEDICTORY    ADDRESS 

AT    THE 

Sixth  Annual  General  Meeting,  July  2nd,  1886. 
By  Jonathan  Hutchinson,  F.R.S. 

Gentlemen, — This  is  the  last  occasion  on  which  I  shall 
sit  here  as  your  President,  and  I  shall  ask  your  permission 
to  make  a  few  parting  remarks.  In  the  first  place  let  me 
congratulate  you  on  the  election  of  my  successor,  which  you 
have  just  completed.  There  is  not  within  the  British 
profession  a  more  accomplished  ophthalmic  surgeon  than 
Mr.  Hulke,  nor  one  in  whose  hands  the  interests  of  the 
Society  will  be  more  safe.  Next,  I  have  a  message  to 
deliver  to  you  from  our  former  President,  Sir  William 
Bowman,  an  expression  from  a  sick  bed  of  his  best  wishes 
to  all  his  colleagues  in  the  Society.  Many  present  will 
know  that  Sir  William  has  recently  been  laid  up  by  a 
severe  and  painful  illness  (sciatica),  and  will  be  most  glad 
to  be  assured  that  he  is  now  making  steady  progress 
towards  recovery.  That  he  has  the  hearty  sympathy  of 
us  all  I  need  not  say. 

In  looking  back  over  the  three  years  during  which 
you  have  permitted  me  to  occupy  this  responsible  post  I 
am  glad  to  believe  that  the  Society  has  well  maintained 
its  former  character  and  prosperity.  Our  volume  of 
'  Transactions '  has  considerably  increased  in  size  and  very 
much  in  the  liberality  with  which  it  has  been  illustrated. 
Thanks  to  the  noble  gift  by  Sir  William  Bowman,  our 
financial  condition  has  been  made  secure,  and  we  have 
been   able   to   devote  funds,  not  only  to  the  production  of 
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plates  for  our  *  Transactions/  but  to  the  purchase  of  books 
for  our  Library.  When  the  vacation  is  over  the  Society 
will  begin  our  seventh  year  without  embarrassments  and 
with  every  adaptation  for  successful  work.  All  that  will 
be  wanted  are  steady,  earnest,  and  able  workers,  and  these 
I  feel  sure  will  be  forthcoming. 

The  three  years  over  which  I  look  back  have  not,  it  is 
to  be  admitted,  been  characterised  by  any  great  events  in 
the  world  of  ophthalmology  ;  neither  at  home  nor  abroad 
have  any  great  discoveries  been  made.  Possibly  we  have 
not  at  present  any  Grraefe  amongst  us.  Still  I  believe 
that  we  may  claim  to  have  made  good  progress  towards 
accuracy  in  many  departments  of  clinical  and  pathological 
knowledge,  and  much  work  has  been  accomplished  in  the 
true  Graefe  spirit. 

The  inti'oduction  of  cocain  as  a  local  anaesthetic  is 
perhaps  the  most  obvious  and  important  novelty  of  the  day, 
and,  respecting  this  drug  our  Society  has  been  prompt, 
not  only  in  spreading  knowledge  as  to  its  virtues  and 
mode  of  use,  but  also,  thanks  principally  to  the  candour 
of  Mr.  Nettleship,  as  to  some  of  its  special  dangers. 

At  the  suggestion  of  Dr.  McKeown,  of  Belfast,  the 
Society  made  an  effort  two  years  ago  in  the  department 
of  preventive  medicine.  It  is  not  often  that  an  oppor- 
tunity occurs  to  us  of  doing  anything  of  this  kind,  and 
there  can  be  no  doubt  that  the  steps  which  we  then  took 
were  in  the  path  of  duty.  Although  we  did  not  succeed 
with  the  Government  officials  quite  to  the  extent  desired, 
still  I  have  no  doubt  that  great  good  was  accomplished  by 
calling  the  attention,  not  only  of  the  profession,  but  also 
of  the  public,  to  the  large  amount  of  blindness  which 
results  from  purulent  ophthalmia,  and  to  the  fact  that 
much  of  it  might  be  prevented.  I  have  not  the  least 
doubt  that,  as  the  result  of  the  Society^s  efforts,  thanks  to 
Dr.  McKeown,  there  are  now  fewer  blind  children  than 
there  would  otherwise  have  been  and  that  the  number  will 
diminish  year  by  year. 

It  was   one    of   the   aims  of  those  who  organised  this 
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Society  to  secure  the  co-operation  of  others  than  ophthalmic 
surgeons  ;  we  wished  to  cultivate  our  department  as  a 
specialty,  but  at  the  same  time  as  a  branch  of  medicine 
in  general.  It  was  desired  that  physicians,  surgeons, 
and  family  practitioners  should  find  it  worth  their  while 
to  join  us,  assist  in  our  discussions,  and  read  our  *  Transac- 
tions.' It  may  be  freely  acknowledged  that  there  is  much 
difficulty  in  realising  this  aim  to  the  full.  So  many  of 
the  topics  which  interest  us  become  special  as  soon  as 
they  are  developed  and  pass  beyond  the  scope  of  those  not 
accustomed  to  the  everyday  use  of  technical  expressions. 
The  details  of  operative  practice  and  of  the  adaptation  of 
spectacles,  both  matters  of  the  utmost  importance  to  the 
specialist,  are  unprofitable  to  all  others.  I  think,  however, 
that  the  Society  may  claim  to  have  endeavoured  to  keep 
on  a  broad  foundation.  Both  the  two  Bowman  Lectures 
were  on  general  subjects,  and  one  was  given  by  a  physician, 
whilst  the  only  special  discussion  which  we  have  had  was 
on  Graves's  disease,  a  malady  more  medical  than  ophthal- 
mic. Nor  will  anyone  who  glances  through  our  volumes 
of  '  Transactions '  find  reason  to  complain  of  want  of 
general  interest.  We  have  tried  to  regard  the  eye  as  part 
of  the  body  and  its  diseases  as  part  of  general  pathology, 
and  not,  I  venture  to  think,  without  some  success.  If 
ever  the  Ophthalmological  Society  of  Great  Britain  should 
become  one  of  pure  specialism  it  will  not  be  without  a 
struggle  to  avoid  the  fate. 

The  discussion  on  Graves's  disease  to  which  I  have  just 
referred  was  in  some  sense  an  experiment.  Instead  of 
having  the  subject  introduced  by  an  address,  we  issued  to 
all  members  a  series  of  printed  questions  and  requested 
our  members  to  come  prepared  to  give  their  experience. 
It  was  an  effort  at  the  organised  collecting  of  clinical 
facts  rather  than  a  discussion.  We  did  not  invite  argu- 
ment or  the  statement  of  opinion,  but  simply  the  produc- 
tion of  well-observed  facts.  The  meeting  was,  I  think, 
successful,  for  we  had  brought  before  us  a  large  body  of 
evidence,  much    of   which   was    novel  and  valuable.      For 
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myself,  I  may  say  that  my  knowledge  of  the  disease  in 
question  was  much  increased.  1  was  especially  impressed 
by  the  facts  which  seemed  to  show  that  a  very  large 
proportion  of  cases,  if  watched  long  enough,  are  found  to 
recover.  The  disease  in  its  tendency,  if  the  patient 
survives,  to  spontaneous  recovery,  seems  to  afford  us  the 
best  type  that  we  have  of  a  class  of  what  may  be  con- 
sidered functional  or,  at  any  rate,  temporary  derangements 
of  health.  In  this  respect  it  stands  in  strong  contrast 
with  such  maladies  as  ataxy,  bulbar  paralysis,  and  the  like, 
which,  unless  cured  by  treatment,  tend  gradually  to  get 
worse. 

Dr.  Wilks,  I  remember,  told  us  that  in  his  experience 
almost  all  cases  ended  eventually  in  recovery,  and  no  one 
mentioned  cases  in  which  the  malady  lasted  indefinitely, 
although  all  of  course  knew  of  fatal  ones.  Surely  this 
capability  for  recovery  is  one  of  the  most  remarkable  and 
distinctive  features  of  the  disease. 

If  I  do  not  mistake  it  will  be  the  interest  of  this  and  of 
similar  societies  in  the  future  to  depend  less  upon  the 
voluntary  contributions  of  individual  members  and  to 
attempt  more  in  the  way  of  organised  discussions.  It  is 
true  that  in  the  discussion  which  follows  an  original  paper 
opportunity  is  afforded  for  all  present  to  bring  forward 
their  quota  of  facts.  This  is  not,  however,  exactly  what 
is  wanted.  On  such  occasions  men  often  speak  from 
memory  only,  and  many,  for  lack  of  memory,  do  not  speak 
at  all.  But  few  have  taken  the  trouble  to  make  them- 
selves acquainted  beforehand  with  the  author's  views  or 
to  prepare  their  own.  There  is  too  much  of  the  impromptu 
and  slipshod.  Now,  if  each  of  our  societies  had  a  small 
standing  committee  to  arrange  for  the  bringing  forward 
from  time  to  time  of  definite  questions  concerning  some 
special  disease  respecting  which  a  brief,  clear  exposition 
should  be  made  in  print  and  freely  distributed  a  considerable 
time  before  the  discussion,  I  believe  that  great  good  would 
be  done.  The  interest  of  the  members  generally  in  the 
topics  would  be  increased,  the  meeting  would  be  better  in- 
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formed  beforehand,  and  the  facts  communicated  to  it  would 
be  sucli  as  had  been  previously  well  considered.  It  would 
be  not  difficult,  1  think,  to  settle  in  this  way  a  number  of 
questions  which  go  on  from  year  to  year  without  being 
brought  to  any  definite  test.  The  cases  which  we  call  rare 
are  only  relatively  so,  and  that  there  are  any  which  are 
unique  we  may  wholly  disbelieve.  All  that  is  wanted  is, 
to  collect  the  experience  of  many  observers  and  bring  it 
to  a  focus.  It  should  be  the  aim  of  a  society  like  ours 
to  play  the  part  of  a  concentrating  lens.  This  done  we 
should  find  much  that  is  now  dark  well  lighted  up. 

Permit  me  to  illustrate  my  argument  by  mentioning  a 
few  subjects  appropriate  for  our  own  Society's  work. 

The  opinion  of  authorities  as  regards  the  general  fact 
as  to  tobacco  amblyopia  is,  I  believe,  now  fairly  unanimous. 
The  incredulity  which  existed  twenty  years  ago  at  the 
time  of  the  first  discussion  on  a  paper  of  my  own  at  the 
Hunterian  Society  no  longer  exists.  We  are  no  longer 
told  in  triumph  that  the  Turks  smoke  more  than  the 
English,  and  that  amblyopia  is  unknown  amongst  the  Turks. 
This  settlement  of  opinion  upon  a  subject  of  really  great 
importance  has  come  about  as  the  result  mainly  of  repeated 
discussions  at  our  societies.  There  is  room  yet  for  still 
further  examination  of  details  and  of  cognate  topics.  Let 
me  suggest  the  following  topics  :  Does  the  amblyopia  of 
smokers  ever  relapse  when  once  recovered  from  ?  I  have 
known  many  cases  in  which  those  who  had  recovered  from 
severe  attacks  resumed  the  habit  of  smoking,  and  I  have 
not  met  with  a  single  one  in  which  a  return  of  the  sym- 
ptoms ensued.  I  never  yet  saw  a  second  attack.  It  may 
be  that  those  who  have  once  been  threatened  never  indulge 
again  so  freely  as  before,  but  however  this  may  be  I  feel 
sure  that  there  is  at  any  rate  no  marked  tendency  to 
recurrence.  It  is  very  extraordinary  that  it  should  be 
so,  and  possibly  I  am  mistaken  as  to  the  fact,  and  form 
my  impression  from  a  too  limited  sphere  of  experience. 
It  is  just  one  of  the  points  which  half  an  hour's  debate  in 
a  society  like  this,  if  taken  a  year  or  so  after  attention  had 
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been  drawn  to  it,  might  settle  at  once.  I  should  like  also 
to  ask  whether  it  be  not  true  that  many  smokers  recover 
from  amblyopia  of  the  most  definite  kind  without  ever 
relinquishing  the  habit  or  even  without  much  reducing  it. 
Next,  I  should  like  to  know  what  the  recent  experience 
of  my  colleagues  has  been  as  to  neglected  cases,  and 
whether  this  form  of  amblyopia  ever  progresses  to 
absolute  blindness.  In  the  early  days  of  the  investiga- 
tion we  made  the  diagnosis  less  accurately  than  now,  and 
included  some  cases  which  possibly  did  not  belong  to  the 
group. 

In  connection  with  tobacco-amaurosis  we  have  that 
which  is  said  to  be  produced  by  spirit-drinking.  Have 
our  members  seen  many  cases  of  true  uncomplicated 
amblyopia  potatorum,  and  if  so,  what  was  the  kind  of  spirit 
which  produced  the  result  ?  Most  of  the  cases  which  have 
passed  under  this  name  have  been,  I  feel  convinced,  really 
due  to  tobacco,  the  patient  having  been  both  a  smoker  as 
well  as  a  drinker.  In  some  there  has  been  renal  disease. 
I  never  myself  saw  a  single  case  in  which  I  could  attribute 
the  failure  of  sight  to  spirit-drinking  alone. 

A  most  interesting  group  of  cases  of  great  importance 
to  the  neurologist  as  well  as  to  ourselves  might  be  con- 
stituted of  those  in  which  women  who  do  not  smoke 
become  the  subjects  of  progressive  failure  of  sight  which 
ends  in  blindness  without  any  other  symptoms  of  nervous 
disorder.  They  are  rare  cases  and  could  only  be  collected 
in  any  number  by  an  appeal  to  a  Society. 

I  find  in  one  of  our  volumes  of  '  Transactions '  a  case 
recorded  by  Mr.  Nettleship  in  which  a  very  young  child 
became  blind  without  head  symptoms,  and  after  a  while 
recovered  its  sight.  From  first  to  last  no  changes  were 
visible  in  the  eye.  It  would  be  of  very  great  interest  to 
medical  science  to  ascertain  whether  others  have  observed 
similar  cases,  and  if  so,  whether  the  circumstances  under 
which  they  occurred  afford  any  clue  to  the  nature  of  the 
morbid  condition  which  thus  accomplishes  the  temporary 
extinction    of  a  special    sense.      Is   it   possible   at   other 
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periods  than  childliood  ?  Is  it  in  any  way  allied  to  tlie 
temporary  and  usually  mucli  shorter  failures  of  sight  which 
sometimes  occur  as  a  part  of  migraine  ?  I  mention  Mr. 
Nettleship's  observation  simply  as  an  instance  of  a  very 
singular  and  inexplicable  occurrence  which  ought  not  to 
be  allowed  to  be  forgotten,  but  which  ought  to  excite  our 
curiosity  and  induce  a  systematic  search  for  parallels.  It 
would  be  easy  to  find  many  such  amongst  the  invaluable 
records  of  rare  cases  which  form  such  an  important  part 
of  our  volumes.  In  fact  the  whole  subject  of  retro -ocular 
neuritis,  as  it  has  been  assumed  to  be,  in  other  words,  of 
blindness  without  ocular  changes,  is  well  worth  systematic 
investigation.  Despite  the  introduction  of  the  opthalmo- 
scope  it  still  remains  the  fact  that  there  are  certain  cases 
in  which  ^'  the  patient  is  blind  and  the  surgeon  can  see 
nothing,^'  and  their  explanation  is  as  yet  very  diflficult. 
We  must  have  them  carefully  collected  in  as  large  a  num- 
ber as  possible,  and  then  systematically  grouped  accor- 
ding to  their  true  affinities.  Several  valuable  papers 
already  exist,  the  one  from  which  I  have  quoted  amongst 
the  number,  which  would  help  a  committee  to  put  the 
subject  into  proper  shape  for  discussion,  but  none 
of  them  approach  the  completeness  which,  I  trust, 
would  be  assumed  after  an  evening's  debate  before  this 
Society. 

We  ought,  I  think,  to  be  ambitious  for  our  '  Transac- 
tions '  that  they  should  become  encyclopaedic — that  they 
should  constitute  a  complete  store  for  clinical  reference  in 
all  that  concerns  the  more  recondite  facts  of  ophthalmic 
science.  It  will  need  some  systematic  effort  to  make  them 
such,  and  a  small  standing  committee  of  energetic  men 
could  not,  in  my  humble  opinion,  be  better  employed  in 
the  cause  of  ophthalmology  than  in  looking  up  the  topics 
which  have  claimed  the  attention  of  others  and  received 
none  from  ourselves ;  we  ought,  I  think,  no  longer  to 
trust  entirely  to  the  chance  contributions  of  our  members. 
It  is  now  eight  years  since  Mr.  Morton  published,  in  the 
'  Moorfields  Hospital  Journal,'  a  case  in  which  a  woman 
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in  the  secondary  stage  of  syphilis  suffered  from  acute  and 
long-persisting-  interstitial  inflammation  of  the  cornea. 
So  far  as  I  know,  that  case  remains  practically  unique. 
I  have  seen  a  few  doubtful  a,nd  ill-marked  parallels,  but 
never  one  which  could  properly  be  placed  by  its  side. 
Why  keratitis  should  be  so  common  in  inherited  syphilis, 
and  so  rare  in  the  acquired  disease,  is  one  of  the  patho- 
logical enigmas  for  which  as  yet  we  have  no  answer. 
But  apart  from  its  mere  rarity  there  were  present  pecu- 
liarities in  the  kind  of  inflammation  in  Mr.  Morton's  case 
which  were  of  extreme  interest,  its  very  protracted  duration 
and  severity,  so  different  from  what  is  usual  in  syphilitic 
inflammations  when  treated  by  specifics,  must  also  claim 
our  wonder.  Is  it  probable  that  mercury  and  iodides 
cannot  influence  the  cornea,  or  only  in  a  limited  degree  ? 
We  know  that  they  do  not  act  quickly  or  definitely  in  the 
keratitis  of  inherited  taint.  Before  we  allow  ourselves  to 
form  opinions  upon  these  points  we  must  try  to  get  more 
facts.  Mr.  Morton's  case  was  not  sent  specially  for  his 
delectation ;  there  are  others  like  it  if  we  could  but  find 
them,  and  to  find  them  we  want  the  help  of  the  army  of 
trained  observers  now  associated  together  in  this  Society. 
Our  volumes  contain,  so  far  as  I  know,  no  reference  what- 
ever to  the  occurrence  of  keratitis  in  acquired  syphilis. 
Surely  it  might  be  well  to  look  into  the  matter,  and  either 
put  on  record  more  cases  with  a  complete  description  of 
their  peculiarities,  or,  failing  that,  to  state  prominently, 
and  after  due  research,  that  they  are  not  to  be  found. 

Amongst  our  clearest  duties  in  reference  to  the  general 
profession  is  that  of  affording  correct  appreciations  of  the 
symptoms  displayed  by  the  eye  as  they  may  bear  upon 
the  recognition  of  disease  and  diathesis.  The  retinitis  of 
albuminuria  and  of  diabetes,  the  haemorrhagic  retinitis  of 
gout,  the  Argyll-Robertson  pupil  in  ataxy,  the  choked  disc 
of  meningitis  and  cerebral  tumours,  are  all  examples  of 
what  I  refer  to.  So  also  is  the  occurrence  of  interstitial 
keratitis  as  a  revelation  of  inherited  syphilis ;  such  also 
the  discovery  of  atrophic  patches  in  the  periphery  of  the 
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choroid  as  implying  syphilis,  either  acquired  or  inherited. 
Respecting  all  these  and  many  others  of  which  physicians 
and  surgeons  daily  avail  themselves  for  the  diagnosis  of 
other  maladies,  it  is  most  desirable  that  we  should  spare 
no  labour  to  avoid  mistakes.  Let  me  take  the  last 
mentioned  and  ask  whether  our  information  is  sufficiently 
exact.  Can  we  say  that  disseminate  choroiditis  always 
implies  syphilitic  taint,  and  if  there  are  cases  which  do  not 
acknowledge  that  cause,  to  what  are  we  to  attribute  them, 
and  how  are  we  to  differentiate  them  ?  Without  the  least 
doubt  such  patches  are  of  very  high  value  in  the  direction 
indicated,  but  whether  they  are  trustworthy  to  the  extent 
which  I  have  found  some  of  my  distinguished  medical 
friends  inclined  to  rely  upon  them,  must,  I  think,  be 
doubted.  I  should  like  to  see  this  clinical  question 
proposed  to  the  members  of  this  Society  :  Have  you  in 
your  experience  met  with  good  examples  of  disseminated 
choroiditis,  in  which  there  was  good  reason  to  doubt  the 
previous  occurrence  of  syphilis,  and  if  so,  under  what 
conditions  ? 

I  am  not  without  a  fear  that  in  thus  venturing  to  make 
rather  detailed  suggestions  for  future  work  I  may  seem 
to  be  assuming  the  duties  of  an  incoming  President  rather 
than  modestly  discharging  those  of  one  who  is  taking  his 
leave.  In  this  matter,  however,  I  have  confidence  in  your 
kindly  judgment.  I  may  also  hint  that  I  am  after  all 
only  urging  anew  the  same  things  which  I  suggested  when 
I  first  took  office.  It  is,  T  believe,  no  part  of  your 
President's  office  to  signalise  those  who  have  most 
zealously  contributed  to  the  success  of  our  meetings.  To 
do  so  would  be  invidious  and  would  risk  offence,  I  am 
much  tempted,  however,  to  do  the  thing  in  another  way, 
and  to  mention  by  name  those  who  have  contributed 
nothing.  It  is  the  practice  of  at  least  one  of  our  artists' 
societies  to  mention  each  year,  at  the  end  of  the  catalogue 
of  pictures,  the  names  of  those  of  their  members  who  have 
not  exhibited.  Might  we  not  imitate  the  custom  with 
profit  ?      The    contributions    which   we   make   to    medical 
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literature  are  in  some  sense  our  pictures,  and  no  man 
should  feel  quite  at  his  ease  in  his  autumn  holiday  if  he  is 
conscious  that  he  has  painted  nothing.  You  may  think 
that  I  place  a  high  value  on  medical  literature  and  on  the 
duty  of  writing  papers.  Indeed  I  do.  I  have  not  the 
slightest  fear  of  over-production,  and  I  certainly  rank  the 
duty  of  recording  the  experience  which  falls  to  our  lot  as 
amongst  the  most  binding  of  those  which  attach  to  our 
profession.  Only  by  such  means  can  we  advance  our 
science  and  eliminate  its  errors. 

It  is  my  deep  conviction  on  this  point  which  has  led  me 
to  urge  that  our  Society  should  do  its  best  to  organise  its 
work  so  as  to  secure  the  help  of  as  large  a  number  as 
possible.  In  all  our  large  towns  hospitals  for  diseases  of 
the  eye  are  being  founded,  and  our  aim  should  be  that 
every  one  of  these  should  be  made  useful  to  our  Society. 
There  is  much,  very  much,  yet  to  be  done,  and  it  is  only 
by  organised  effort  we  can  hope  to  accomplish  it. 

Before  I  conclude,  it  is  fitting'  that  I  should  say  a  few 
words  on  the  mournful  subject  of  the  heavy  losses  by  death 
which  our  Society  has  recently  sustained.  We  have  lost 
during  the  last  year  our  Treasurer  and  no  fewer  than  four 
who  either  were  or  had  been  Vice-Presidents.  In  Mr. 
Streatfeild  I  believe  the  public  lost  one  of  the  most  skilful 
of  living  operators,  and  a  man  accomplished  in  many 
departments.  Mr.  Wordsworth  was  a  shrewd  observer  of 
disease,  and  in  former  years  did  excellent  work.  He  was, 
I  believe,  next  to  Mackenzie,  of  Grlasgow,  the  first  in 
England  to  recognise  tobacco  amaurosis  and  to  trust  the 
evidence  as  to  its  cause.  Of  Mr.  T.  Shadford  Walker, 
Mr.  William  Walker,  and  Mr.  White  Cooper,  I  need  not 
say  more  than  that  each  in  his  sphere  practised  his 
profession  in  a  noble  spirit  and  to  the  widespread  benefit 
of  his  patients.  These  are  all  gone  to  their  rest,  and  for 
us,  whilst  we  feelingly  regret  their  loss,  the  lesson  is  plain 
that  we  should  work  while  for  us  it  is  day.  It  is  not  safe 
to  delay  the  record  of  experience  or  the  enunciation  of 
thoughts,  which,  for  anything  we  know,  may  prove  of  great 
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value  to  those  who  follow  us.  We  must  not  forget  to 
make  our  professional  wills^  and  to  bequeath,  so  far  as  it 
is  capable  of  bequest,  our  scientific  wealth. 

Gentlemen,  I  have  now  only  to  say  good-bye,  and  to 
assure  you  that  the  honour  of  having  been  the  second 
President  of  the  Ophthalmological  Society  of  Great  Britain 
will  be  one  upon  which  I  shall  ever  look  back  with  pride. 


REPORT  OF   THE   COUNCIL. 


The  Council  again  congratulates  tlie  Society  upon  its 
continued  prosperity.  During  the  Session  seven  new- 
members  have  been  elected,  making  a  total  of  198,  24  of 
whom  are  non-resident. 

During  the  last  year  the  Society  has  lost  eight  members, 
five  of  them  by  death,  viz.  William  White  Cooper,  Sur- 
geon Oculist  in  Ordinary  to  the  Queen ;  J.  F.  Streat- 
feild.  Treasurer  of  the  Society ;  T.  Shadford  Walker  and 
J.  0 .  Wordsworth,  Vice-Presidents ;  and  William  Walker, 
formerly  Vice-President. 

The  second  Bowman  Lecture  was  delivered  in  November 
last  by  Dr.  Hughlings  Jackson,  F.R.S.,  and  Professor 
Zehender,  of  Rostock,  has  consented  to  deliver  the  third. 

The  Library  has  been  enriched  during  the  year  by  the 
addition  of  a  large  number  of  books,  some  procured  by 
purchase  and  others  presented  by  members.  Among  the 
latter  may  be  mentioned,  as  especially  valuable,  an  almost 
complete  set  of  the  '  Transactions '  of  the  Pathological 
Society  (since  completed),  a  complete  set  of  '  Brain, ^  of 
the  Ophthalmic  Hospital  Reports,  and  of  the  '  Archives 
de  Neurologic.^  A  very  large  number  of  periodical 
publications  are  now  taken  in,  and  most  of  the  gaps  in 
the  series  of  back  numbers  have  been  filled.  The  forma- 
tion of  a  catalogue  has  been  commenced. 

Since  the  last  annual  meeting  the  space  at  the  disposal 
of  the  Society  for  the  exhibition  of  living  and  other 
specimens  at  the  meetings  has  been  considerably  increased 
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by  arrangements  wliicli  have  been  made  with  the  Entomo- 
logical Society  for  the  use  of  their  room. 

At  the  President's  suggestion  the  Council  has  this  year 
set  apart  one  of  the  ordinary  meetings  of  the  Society  for 
the  collection  of  facts  and  opinions  concerning  "  Graves's 
disease.''  The  success  which  attended  the  experiment  is 
of  good  augury  for  future  discussions  of  a  similar  kind. 
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